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ABSTRA.CT 
FAMILY CARE: AN EXPLORA'l'ORY STUO¥ 
Allen Zweben 
Eigp.ty-five .sponsc;>rs in a Veterans Administration 
.. 
family care pro~ram were interviewed for the purpose 9~ 
ascert~ining whether q~ not the social environment· provid~d 
a viable ·alte+native.to institutional living for the c~ronic 
mentally ~ll. Al~o, the impact of various descriptive 
factors of the setting on the social characteristics in the 
horne was.estimated. 
~ level of restrictiveness scale (area~ in which the 
freedom of the residents is restricted) and a level of 
deviation from normative. living scale (areas in which 
residents are exc~uded ~rom family activities) w~re u~ilized 
to me.asure the" social characteristics of the family c.are 
environrn~nt. A high degree of each of tl1ese factors h~~ 
been l.inked. with a cu~todial care t~p~ of ar;rangement and a 
. low 'degree of these dimensions has been associated' with a 






·Fifteen per cent of the homes scored above 80% on the 
. level· of restrictiveness and only 5% of the residences fell 
into the same category on the level of deviation from 
normative living (maximum score 100%), indicating that only 
a small minority of homes coul·d be placed in a custodial· 
care type category in relation to each of ~hese dimensions. 
Moreover, a ·sizeable proportion of homes, approximately 40~ 
of the sample, scored·under 50% on the level of deviation 
from normative living demonstrat~ng. that some opportunities 
are provided for res.idents to experience different facets of 
family living. 
The lack of association found between the level .of 
restrictiveness and degree of deviation from normative l~ving 
would seem to indicate that the pattern of care is less. . 
consistently structured than other dwellings dealing with a 
similar population. This inconsistency may be the result of 
a variety of ·"cross-pressures" on the sponsors related to 
th~. decentralized manner in which·the program is administered • 
. Sponsors who were previously employed in a custodial 
",. care setting scored significantly lower on the level of 
deviation from normative living scale than s'pons<?rs lacking 
such experience. Sixty-nine per cent of tl:le "trained" 
sponsors as compared with 39% of the "untrained" sponsors 
scored below the median on the level of deviation from 
normative living (p < .01), indicating that the former group 





You~ger sponsors appeared to maintain. more restr;ictive 
homes than old~r careta·kers. Sixty-·seven per c~nt of the 
caretakers under 40 years of age scored· ·above the median on 
.. 
the level of restriGtiveness where~s only 29% of care~ak~r~ 
pver 60 y~~rs of age scpred, above the median on the.same 
~imension (p ~ .12), indic~ting that there may be more 
restrictions in homes managed by you~ger sponsors than in 
those managed by older ones. 
Comments obtained from the sponsors seem to suggest 
that the motivation of the individual for participating in 
the family care ·program Il1ay play an important role i.n shaping.-
the structure of the setting. Such individuals as the older 
person who joins the prpgram for cpmpanionship anQ the fopmer 
employ~e of a c~stodial care facility who desires to take on 
a broade~, more active role with psychiatric p~ti~nts, maY 
tend to establish settin.gs consistent: with these need~. 
What .;i.~ noteworthy· is· the lack ·of relationship between 
size· of the home and the social dimensions in the environmen~ •. 
This nega~ive finding brings ·into question a modification in 
.. family care programs which has been considered by· some ·or 
already implemented by others, namely, limiting the number 
of ex-patients in a home. 
. Based· upon the findings different hypotheses were 
formulated to be ~ested i~ future research. 
. -... .-...•. -~---.--. .-:-........ ~.-- . ." .. ' : .. :' 
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CHAPTER I 
CURRENT ISSUES IN FAMILY CARE .OF ·THE 
MENTALLY ILL .. : THE NEED FOR 
THE PRESENT STUDY 
Introduct.ion: Facto.rs Contributing to the 
Trend Toward Deinstit.utiona1ization 
~ince the 1950's there has been a variety of in:e:luence~ 
contributing to a trend for shorter and fewer ho.spi talizat'ions 
~nd an increase in community care facilities: 
1. The availability of new tranquilizing drugs and 
its effect on patient functioning helped to reduce 
o.vert psychotic behavior ~nd enabled patients to. he 
treated ~n the community. 
2. A broader perspective of mental illness which 
. . . 
linked environmental' conditions with psychiatric 
disability. questioned .the appropriateness of life-
time hospitalization for psychi~tric illness fa.r 
away from patient's community and home. That is, 
many' professionals concluded that ~ow discharge' 
r~tes for certain groups may stem more from a lack 
of appropriate environmental supports than ·from·the 
nature of the disability. 
3. In .1961, The Joint Commission on Mental Illness· and 
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2 
the mentally ill" must be terminated and patie·nts 
. 1 
·should be returned to the cornmun1ty. To implement 
this policy, the Commission recommended that after-
care·services be immediately expanded. Consequently· 
community care became the policy of the· federal 
government and funds were authorized for the 
expansion of aftercare facilities •. 
. 4. Advocates for the "rights" of mental patients have 
pres·sured state hospitals to reevaluate the policy. 
of involuntary hospitalization. Such actions culmin-
ating in the re~ent Supreme Court decision in the 
. Don aldson Case, name.ly, "that 'mental illness al9ne' 
cannot serve as a basis for 'simple custodiai 
conf·inement,'" have influen.ced· psychiatric institutions 
to establish some type of procedure to periodically 
reassess the status of the involuntary patient. 
such a decision will mean that all states will need 
to implement similar procedure~ in order to protect 
, . 2 
the civil liberties of psychiatric patients. 
lJoint··comrnission on Mental Illness and Health •. Action 
for Health, (New York: Basic Books, 1961), p. 190. 
2uni t,ed States Senate Subcommittee qf Long-.T·erm Care 
of the Special Committee on Aging. Nursing Home Care in 
the United States: Failure in Public Policy~ Supporting 
·Paper·No. 7. "The Role of Nursing Homes in Caring for Dis-
charged Mental Patients .(And the Birth of a For-Profit 
Boarding Home Industry.)" (Washington: United States 








5. In order to gain federal monies, aftercare services 
for the me'ntally ill were initiated and expanded in 
many 'psychiatric hospitals throughout the country. 
More recently, the st~tes which had absorbed all the 
costs of state psychiatric hospitalizations w.ere 
able to make use of the Supplementary Security 
Income program. SSI enabled the states to gain 
. . 
fede·ral support for discharged psychiatric patients 
since the program covered the mentally disabled. who 
were without adequate means. ~sa result, the states' 
were able·to save $10,000-20,000 per pa~ient a year, 
. . 
a considerable figure during a period of time when 
there was a great deal of pressure for budgetary 
. h . . 3 t1g ten1ng. 
The '''Shi·f·t in' Appr'oachu itl" ·the Care 
of the' ~1entally'-'Ill 
As a result of the above factors, l.arge numbers of 
patients have been.discharged and "treated" in the community. 
The actual discharge rates for adult psychiatric patients in 
the years 1969, 1973 and 1'974 illustrate such a change. 
Whereas there were 427',799 patients in state mental hospitals 
in 1969, bY'1974, the figure·had deqreased to 237,69~, a 44% 
. 4 dec11ne. The decrease in the number of inpatients over 
3 '. Ib1d., p .. 726. 



















5 4 65 has been even greater. There 'were '135,322 el~erly patients 
in th,e' year 1969; :by 1974 ther:e were '59,6,85 ,such 'individuals 
'6 
representing a ~6% loss in this, group. The ,chart below 
gives some indication of this trend: 
TABLE 1 
NUMBER OF IN-PATIENTS IN'STATE MENTAL HOSPITALS, 
1969, 1973, AND 1974 IN SELECTED STATES 
Total In-Pa'tients 
1969 1973 1974 
California 16,116 7,011 6,476 
Illinois 28,233 15,703 14,179 
New York 70,765 44',042 39,770 
Wisconein 10,908 7,574 ,1,691, 
Alabama 7,601 3,810 3,067 
To care for the burgeoning numbers of mental patients 
7 
residing in the community, aftercare programs,were initiated 
or expanded in m~ny psychiatric hospitals throughout the 
country. One of these co~uni ty based facili tie's was the 
8 family care home. 
7 Ibid., p. 719 • 
8Family care, foster care, also called boarding home or 
proprietary dwelling has been, defined as the placement of a 
discharged mental patient in,a private home, i.e., with a ' 
family or individual unrelated to the ex~patient. The sponsor-
ing agency, such as the hospi tal, ,or ,local department of social 
services usually, supervises the caretakers '(state psychiatric 
hospital) or sponsors (Veterans Administration), namely, those 
w~o operate the family care home. More will be sa.id about the 
organizational structure of the family care home in th~', chapter 
deali~g, witp ,~~e,set~ing. 
, , 
5 
For example, within the ·last ten years, the number of 
ex-pat~epts .residillg in sUdh ·a facility has mo;r;e than doubled 
in the Veterans.Administration.and in New York State. The 
Veterans Administration family care. pr.ogrC,lm had 4,000 p·atients 
. 9 
in 1963~ by 1974 t~e nu~er had.9limbed to 10,243. In ~961, 
New Yor~ State had 2,800 family care patients, while at the 
h h · f· f 6 9 10 end of +973.t ~ number ad ~ncreased to a ~gure 0 , 87. . 
Dr. Leo Srole, w~o h~s extensivel¥ investigated the 
phenomenon. of f~mily care, found a similar trend in other 
11· 
states around ~he·country.· 
The growing importance of such a res~urce was originally 
noted by Morrisey, who discovered that between 1955~1963 the 
.number of f~mil~ care patient~ in the United States rose from 
12 7,730 to 17,292. He states: " ••• the number of new states 
employing family care might well be an index of a recent trend 
toward U!?~ of this resource and. its potential.,,13 
.9so~ial Work Service, Central Office, Veteran'~ 
Administration "Total Community Placements During Fiscal Year 
1974," (Washington, D.C. 19741. 
lOpamily Care Pati~nts in New York State Hospitals and 
state School~ 1972-1973 (Office of Statistics and Clinical 
Informa,ti·on Services, New Yor~ State .Department of Mental 
Hygiene, Albany, New York, 1974). 
llpersonal Discussion with· Dr. Leo Srole. 
12 James R. Morrissey, The C"a·se for Family Care of the 
Ment·ally Ill, (N.ew YOrk: ·community Mental Health .Journal, 
Monograph No.2, ·196·7),.p.· 37. 





Criticisms of Family Care 
However, such a "trend" has brought with it a great 
deal of criticism reported in the mass media as well as in the 
professional journ·als. Professionals and politicians h·ave both 
e·xpressed some reservations concerning the viabil·i ty of such 
a community. care policy as an alternative. to institutionalizati~n .. 
These articles have focused on t.h.e inadequacies of family care 
programs, pointing out that s.uch settings are inadequate, 
being little mo~e than or equivalent to back wards of state 
psychiatric or provincial (Canadian) institutions. 
A. case in point w~s New York State, which had an in-
patient ~opulation of 70,000· in 1968. It had discharged 
approximately 30,000 patients by 1974. Many of these individuals ): 
were living in proprietary homes in Long Island, Brooklyn and 
Queens. Newsday; the New York Post, and the New York T~mes 
in 1973-1974 were vividly·reporting the cases of·these former 
patients now living in horrendous circumstanc~s in the 
communi ty. Proprietors of such home·s were accused of tr~ating 
patients inhumanely, more concerned about cost factors _. 
namel~, earning a pro;Ei t, than the qual i-ty. .ofcare-. 
For example, in November 1973, Newsday brought to the 
public's ·attention the Garris case where criminal implications 
were· involved. Mrs. Garris, a family. caretaker f0f. New York 
State, .was accused of providing inadequate care, crowc;led and 
filthy living conditions for her ex-patients. There was 
mention in the article of five deaths which were very 
suspicious and led one to the conclusion that psychiatric 
7 
patients who needed active support and practical, gu~dance 
were 'not safe living within he~ dwellings. 14 
Such 'reports had pressured community leaders into, 
investigating,th,E; conditions in these dwellings'. Various 
pol:l, tic,i~ns such as Donald Ma~nes, Queens Borough Presiqe'nt, 
in con~emn~ng the living situation of these ex-patients 
asserted that "the snake, pits are being transferred from the 
, ' 
institutions to the neighborhoods. 1115 The Borough President 
of Brooklyn, Sebastian Leone, stated: "The released mental 
patients seem to be looked upon as the city's growth industry. 
Nothing more.,,16 State Assemblyman Robert C. Wertz, Chair-
man of the New York State Assembly's Sub-Committee on Mental 
Health, said: " .•• most of these released patients are not 
getting the aftercare,' they need or the housing they need., 
'Some of the housing for them is like pigpens.,,17 
There was, much concern expressed about factors in 'the 
. '" 
social environment ,which may have been contributing to the 
l4Hope Spencer, "Mrs. Garris Welcomed" Guests' with 
Hung'er , Filth, and Cold, II ~ewsday, December 4, '1973, pp.5 
and 27. 
15 Murray Schumach, "Halfway Houses for Former Mental' 
'Patien~s Create Ser~ous Problems for City Residential 
Communities," New York Times, January 21, 1974, p. 31. 
16 ' ". ' Murray Schumach, Propr1etary Homes Called 'Snake 
Pits',", ~ew York Times, ~ugust 5, 1974, p. 48. ' 
17 "Complaints ,Ris'e Over State Mental Health Programs," 
New York' Times, September 22, 1974 ,po 32. 
8 
poor quality of care in the hOmes'.' Much attention in the 
media was focused on the role' of the pres'ent or former state 
hospital employees who were operating their own propri~tary 
homes'. For' instance, The' New York Times reported that an 
investigation by stat~ Attorney' General Louis J. Lefkowitz 
revealed th~t homes operated by former or present state 
hospit~l employees ha? been turned down by the State Board of 
Social Welfare and the N'ew York City Department of Social 
. . 18 Serv~ces. He found that residents were inadequately cared 
for by such caretakers. 19 
Another factor thought to be influencing the quality of 
care in the' family care home was size. The implications' 
from various reports in the media were that most boarding homes 
were large. and ther~fore residents were neglected and treated 
. . 1 . th .' t 20 M t 1 ~n an~mpersona manner ~n ese c~rcwns ances. en a 
health professionals believed that the larger the facility, 
the greater the likelihood that an ex-patient would receive 
improper care. Guidelines for "community residences" deve19ped 
18 Schumach, New York ,Times, January 21, 1974. 
-19 . 
Alfonso A. Narvaez, 
. Aides to Run Mental· Homes, .. 
p. 41. 
"commissioner Supports Right of 
New York Times, February 7, 1974, 
20Murray Schumach, "Proprietary Homes Called 'Snake 
Pits I ~.', .New York Times, August 5, 197.4, p •• ·8; Murray Schumach, 
"Mental Care is Called 'Revolving Door''', New York Times, 
March 18, 1974, pp. 1 and 1·7; Murray Schumach, IIHalfway Houses 
for Former Mental Patients Create Serious Problem for City 
Residential Communi ties," New YO'rk" Times, Janu~ry 21, 1974, 
p. 31~. ~anet· 'Chase, IIWhere Have All the Pat~ents Gone," 
Burna'n' BehaVior, October 1973.' 
. I 
9 
by the New Y~rk State Department of Mental Hygiene indicated 
that si:ze directly influenced the s,oclal characteristics in 
the settin9: 
The size of" the proprietary home q~ cqrnmunity 
r,esidence must be such as, to allow for privacy while 
enabling group relationsh'ips and continuity of 
acquaintanceships to develop.2l 
To deal with the above concerns, proposals were 
introduced dealing with improving the quality of caretaker. 
Som~ advocated restricti'ng or limiting the number of state 
hospi ta,l employees from operating family c!3-re homes. For 
example, Dr. Robert A. McKinley, Deputy Commissioner of Mental 
Hygiene in New York State, asserted: 
While there are' a number of' good family care homes 
managed by state employees, there was no strong 
feeling 'that this ,practice should necessarily continue. 
The conflict of interest was appreciated by ,all and 
was being carefully watched. Several directors (o~ 
state hospitals) had started a policy of phasing' 
down tHis type'of operation. I think this is the 
direction in which we should move. 22 
In contrast, there were'other professionals who fel~ 
that'caretakers coming from such a background were a valuable' 
community resource and should not be'barred from managing 
their own homes. That is, such sponsors offered something 
posi~ive ~o a family care program in that they lacked a fear 
of mental patients. In addition, they had specialized skills, arid 
2,lA statement o'f Principles' for Re'fe'rral's to Pr'iva'te 
Proprie'ta'ry' Homes 'for Adul'ts' by Sta'te' Bo'ard' o'f' Soci'al Welf'are' 
and DEfP'a'r'tmen't' o'f' Men tal Hygi'e'ne, New York State. ,(Albany, 
New York~ February, 1975). 
22 
,Murray Schumach, "New State Policy to' Slow Mental 





knowledge which. enabled them to" cope "with "problems presented"" 
by ex-patients and to provide :activities" in "accordance with" " 
the interest and need of the res'idents." Such" a viewpoint was 
expressed by Dr. Alan D. Miller, former Commissioner of Mental 
Hygiene in New York State. In responding to the recommendation 
calling fo~ the banning of state hospital employees from 
" "operating" family care homes," he "warned that such a "remedy" 
" " 23 
"would eliminate some of the best people." 
Similarly, recommendations limiting the size of family 
care homes were also debated among professionals. Some ~ental 
health workers a;gued that other factors suqh as the personal 
qualities of the caretaker, namely, the warmth, spontaneity, 
or amount, of interest shown toward the patient were more 
important variables than the number of disc~arged patients 
residing in the home, in determining "the type of social environ-
ment iri a family ~are dwelling. 24 They believed that large 
si"ze homes which included as many as 20 or more ex-patiez;tts 
could offer the opportunity for a strong sense of ki~ship to 
develop in ~ household. In short, a" large size home did not 
necessarily" len"d itsel""f to maintaining institutional" 
h . t"' "25 c aracter~s ~cs. 
23 Alfonso A. Narvaez, "Co~issioner Supports Right of 
Aides to "Run Mental Homes," New York Times, February, 7, 1974, 
p. 41. 
24Th~s sect~on ~s based" upon d" 'th • •• numerous 1Scuss~ons W1 
mental health personnel in the New York State Depa"rtment of 
Menta.! Hygien"e and t~"e veterans" Administration. 
2"5I"b"i~L 
11 While the issues regardi~g the' 'institutional nature of 
family care homes were being -v~gorous'ly debated in the mass 
media and, among mental health administrators or planners, 
others were begin,ning to write about the viabili-,ty of family 
care in the profes~ion~l literat~re. Lamb'and Goertzel, after 
observing a group of family care homes concluded that for ,the 
most part family care programs lacke~ innovation, were similar' 
to chronic care wards in custodial state hospitals anq were an 
easy way to save money. They state: 
Boarding homes 'are for the most part so structured 
that they maximize the state hospital-like atmosphere. 
'The boarding hom~ operator usually needs or wants a 
group of quiet, docile, "good" patients. The monetary, 
reward system,of the boarding horne encourages this, . 
for the operator is being paid by the head, rath~r 
than being rewarded for rehabilitation efforts for 
her guests. 26 ' . 
~urphy and others who" conducted a more extens i ve 
inves,tigat,ion of family care homes in Quebec, found' evidence 
to support the obser,vations of Lamb and Goertzel.' We will 
", 
r~port Murphy's findings in some detail since they ,offer a 
graphic picture of the present conditions, in famil~ care homes. 
One observer found "regimentation and uniformity" to 
be the norm in mos't f~.i'ly care setti~gs. There were specific 
days set aside for showering and ~athing. Proprietors of these 
,facilities inhibited and in some homes pr'ohibited residents 
from walking around ~he :neighborhood. They felt that they 
26 ' ," H.R. Lamb and V. Goertzel, "Discharged .Memtal Patients, 
Are They Really in the' Communi ty? " A:r'chive's' o'f' 'Gen'e'r'al 
'P'sy-c;:hi'a't'ry, XXIV, No.1, (January, 1971), p. 31. 
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(residents) would be labelled as a. group of patients since 
they wo:re the sallie outfits and had ha:"ir cuts at the' same time. 
Another observer points'out that in 3/4 of the homes, 
boarders and proprietors ate separately and residents were 
given no choice regardi~g the menu. Also residents were not 
encouraged t~ handle rout~ne tasks in relation to the mainten-' 
ance of th.e homes. The caretakers asserted that they did not'; 
have the patience to teach them to cope with such responsibilities ..• 
Further, residents were not encouraged·to decorate their. 
own rooms so in most 'homes such· rooms were barren. Also there 
was little' interaction between foster'parent and ex-patient 
such as playing games together, eXChanging gifts ~·t Christmas 
time,- or decorating the family tree. One observer noted that 
the only regular activity was ci·garette smoking. i.e., trading 
cigarettes, and lighting one another's. cigarettes. 
In short, there was no opport~nity for resocialization, 
or education in these homes. . The only enco~rageme'nt such 
individuals received ""Tas the encouragement to conform. ' Such' 
a situation caused one observe.r to conclude the following:' 
But it is my opinion that those·who think foster 
-- -h0me-pl-aeement --enables' -apat'ient ·-to-e·s·cape-· th-e 
disadvantages of an institutional life are mistaken. 
Foster homes can be as institutionalized as hospitals. 
are while lacking the compensatory advantages that 
s-orne hospi t.a1s might possess. 27 .' 
Murphy recommends th.a~ professionals must help foster 
pa~ents .~o see the p~tient as a ~h~le .person· and not t+eat: 
27 H.B.M. Murphy, Bernard Pennee, and Daniel· Luchins, 
"Foster Homes: The New Back Wards?'" Canada"'s' ,Men't'al' He'alt:h, 







him as "sick" and consequently maintain 10\01 or no expec·tati9~S 
In summary, because of the "inadequate care"·and the 
"custodial nature" of. such settings, legislators and men.ta1 
health workers Qad begun to reconsider whether fa~ily or 
community care is a.prog.ressive or a regressive step in the· 
care of the mentally ill. 
Responding to the shift in strategy concerning the 
care of the emotionally disturbed,· the Royal College of 
Psychiatrists and the Society of Medical Officers in Great -
Britain offered this caut~onary advice. 
We strongly support the concept of communi ty care, . 
both·for the mentally ill and ·the mentally subnormal, 
but it is still rudimentary ~n some local authorities; 
.. the task of providing it adequately will be immense •. 
As it develops, so must it be evaluated, and it is 
our opinion that only when it is a proved success . 
will it be pruden~ to plan for curtailing or aboliShing 
existing faciiLties. 28 . 
Murphy concludes than an error might have been committed 
in following a policy which assumed that a comm~nity care . 
•.. 
residence offered a better alternative than a .rehabil.it,ation 
unit of a "modern h~spital". 
It is still true that foster homes provide better ' , 
living conditions than the old.back wards. However, 
.it.is quite douptful whether they provide a better 
means 0.£ stimulating the .patient·s I residual capacities 
. than the longer-stay ward of the modern hospital with 
the· various re-involvement programs which m·any of the 
latter now attempt. 29 . - . 
28Murray Schumach, ." Shift in Men.tal Hospital Theory, II 
New York· Times , .. Augus·t 20, 197.4" P ~ 23. 
29Murpl1Y,· op· .. c·i·t·. " p e ... 14,; 
.' 





Titmuss states the que~tion as ·:s.uch:· 
Have we, in fact, produced a new instrument of 
. community care policy or are we in the 'process of 
developing inadvertently, .new • chronic care waz:ds' 
in the community because of the rejection of this 
'chronic role' by mental hospitals conscious of the 
need for a productively rapid turnover?"30 . 
In another book, Titmuss poses the question differently. He 
asserts: 
We may pontificate about the philosophy of community 
ca~e; we may feel righteous because we have a civilized 
Mental Health Act on the statute book: but 'unle'ss we 
'a're' Iire'p'ared ·to examine at this level of concrete 
:'e.a·l"i:t¥ wh~t w7 meaIl: by. co~uni ty care we are simply J.ndulg·J.ng· l.n Wl.shful thJ.nkl.ng. 31 . 
In short, such cornment~ 'as those mentioned above have 
influen,ced us ~n "undertaking this present ~nquiry. 
The Purpose of the Present Study 
. . 
Systematic research (see .chapter on relevant research) 
has not, . for the most part, responded to the above concerns .• 
In fact, the lack of information concerning the nature of 
s~ch phenomena as foster homes might be considered an important . 
factor contributing to' the present dilemma· regarding the 
viability of such an approach. 
- -- -"-
More specifically, whether family care homes provide 
an. alternative to an i~stitutional ~etting has not.been 
~ORich.ard Ti trnuss as quoted in the Forward· of Robert Z. 
Apte, Ha'lfWay HOuse's: A' New' D"!lemnla' "in' ·In·s·t"! tutton'a'l Care,.. 
("Occasional Papers on Social Adminis.tration",· No. 27)," 
(London: G. Bell & Sons, Ltd., ~9681, p. 3. 
31 Richard Ti tmuss,' comm"i"tmen-t· t·o· Wel'fa:re,' (London: 
.1 
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sy~tema~ically explored. Also, there is little empirical 
·data rega~ding the affect of s.uch descriptive fac~~rs a.~ ~~~v~ous_ 
.employment of the sponsor. or size. of the home., on the pattern 
of care in the environment. 
The debates in: the mass media and professional journals 
have been based upon case examples, personal ~bservations, or 
.. :-' 
anecdotal assessmen~s. Such evidence may not be "hard" enough 
(that is, the validity and reliability of the findings can pe 
seriously questioned) to help resolve questions dealing with 
whether family care programs offer an alternative to· ins.titu-
tionalization. For.example, calling family care homes "the 
new back wards" may be ~ good journalistic expre$sion but such 
an observation may be more reflective of the biases of the 
observer than· the validity of·the· findings. 
Further, there is a need to identify which components 
of family care nomes can be linked with an institution~l type 
of arrangem~nt. That is, providing illustrations or case 
examples as in the above· articles, may not be a clear' enough 
indication that family care homes are similar to custodial 
care settings. Consequently, .there is a need to delineate the 
nature of the inputs of·family care dwellings in accordance 
with some conceptual framework which has been utilized to 
identify a variety of settings ranging from a human relations 
type of structure (e.g.; rehabilitative setting) to an 
authoritarian type of setting (e.g., custodial care environ"'!' 
ment) in order to lo.cate where famiJ.Y cal;"e homes fit int.o s.uch 
aciassificatio~·scheme. 
¥! . . 5E 
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In short, such an approach may generate" data which may 
help to resolve issues dealing with ""the "kind of practices" 
employed by "caretakers in the family care setting and whether 
such pra9tices are indicative of an "institutional type of 
dwelling. Such a framework has been developed by Goffman and 
modified by" others and will be discussed in the next chapter." 
Further, "the articles have not" indicated the" extent to" 
which variation exists among family care homes. Namely, are 
there homes where independent " functioning is promoted in 
"contrast to those homes" where there are few or no expectations 
for the patients? Are there homes which allow the ex-patients 
a great deal of freedom in regard to their"" physical movement 
in contrast to those which restrict the mobility of the 
residents? In short, the nature of the social environment has 
baen viewed as a constant and variations in the pattern of 
care have not been systematically explored." 
l.yhether variation actually exists in family care p'rograms 
has been recognized by one observer of this form of interventio~. 
Richmond states: " 
Despi te the custodial 9pe~~!iqns ::- except~"ons"_"do" 
exist~-There are caretakers who encourage their 
guests to find sheltered or competitive employment, 
to increase" their social activities, and even encourage 
movement to more independept 1iving. 32 ""-
Furthermore, in these critical "studies" or articles, 
there is a de"arth of "information concerning the demographic 
"" 3~Gharles Richmond, "Therapeutic Housing," in" Rehabili"t"ation 
in Commurd"ty" Merft"a"l" He"a1"th, eds. H. R. Lamb, Victor Goertzel, 
c~ci.l.e Mackota", and Isadore Sa1kind, (San Francisco: Jossey 




factors of the homE;!s, such as the number of ex-patients plaged 
.in a set~ingi the previous employment of the caretaker, the 
age.of the sponsor and other sucp variables which may be 
related to the tYEe of practices employed in the home. 
Estimating the interrelationships betw~en. such factors, name],.y., 
the descri~tive factC?·rs of the homes and the social character .... 
istics of the environment may help.to specify the circumstances 
under which varying patterns of care· may exist or ident~fy 
inf~uences whi~h may affect the way in which homes are operated. 
To conclude, there is a need to systematicaily explore 
the nature of the social environment of family care homes 
drawing upon a theoretical framework in order to gain some 
prediction of whether family care homes can be classified as 
a ".custodial care" type of setting. Also there is a need tq 
clarify the extent to which the social characteristics· qf the 
environment exist in· different degrees in various settings. 
Such an es~imation may help to modify current perceptions of 
family care homes, namely, where the social dimensions of 
family care homes are presented in a fixed ma~ner rather than 
existing on a continuum within a number of family care 
residences.:. Further, to gain· a broader understanding regarding 
the different patterns of care in the homes, the descriptive 
properties of the setting can be corretated witn. the varyin9 
levels of these social characteristics of the environment. 
Th~ present study, which we have undertaken, is 
particularly . .vi tal at this time since mental health planners 
have been under a c6n~iderable amount of pressure to intro.duce 
..... -:--. -.---
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reforms in existing programs. Legislators as well as 
professionals have bee~ discussing alternative ways to deal 
with the chronic mental patient rath~r than placing him/her 
in a boarding home type of arrangement. 'One critic has even 
( 
suggested that the empty wards of the st~te hospital be used 
as community residences for discharged patients. 33 Others 
·have called ·for limiting the size of family care homes or 
recruiting sponsors from an applicant group having no prior 
experience in a custodial care setting. In other words, the+e 
is a desire to do "something" to alleviate 'the suffering of 
large numbers of former psychiatric pat~ents currently residing 
in f.amily care homes. 
The'findings presented in this study by no means offer 
a comprehensive solution in regard to the current crisis. but 
hope to make some contribution to clarifying some o~ the 
issues connected with ·the phenomenon of family care. Also, 
.the knowledge gained from the study was expected to provide a 
basis for the formulation of hypotheses dealing with sqme of· 
the relevant factors in ·.the selection of individuals as family 
care providers. Such matters will be discussed in the final 
chapter of the dissertation. 
33Murray Scftwpach. quoting .June .. Christmas, M.D. in 
"Aftercare 'Ur,g~d for. Mentally' Il1," . NeW 'Yo'rk Times, 
April 24, 1974. . 
CHAPTER II 
.. 
DEVELOPING A RESEARCH FRAMEWORK FOR 
EXPLORING TF~ SOCIAL ENVIRONMENT 
OF FAMILY CARE HOMES: A REVIEi'1 
OF PRIOR RESEARCH 
In the previous chapter, we noted that a major 
criticism of family care homes is that they are n? different 
than "back wards" of ch~onl.c care hospitals, namely, that they 
do not offer ex-patients a social atmosphere which will enhance' 
their capacities and in fact, some settings may actually be 
more harmful than a "modern" inpatient setting. The characte~-
istics of a cust.odial care environment, namely,' those which 
. 
create or help maintain excessive dependency, apathy, loss of 
individuality, and ~ow self-esteem, which have been condemned 
for so long by professionals in the mental. health field, have 
also been thought to exist in family care structures •. As a 
result, experts as well, as legislators have questioned the 
wisdom of placing large numbers of e~-mental'patients in such 
a communit¥ setting~ 
In orqer to e'stimate the validity of the above, . namely 
whether or not the social characteristics of family care 
homes are consistent wj,. th c;l custodial care or r~h~b.il,i tative 
20 
milieu, it was necessary to clearly delineate those featur~s 
which have been found to exis t in each of the above se·ttings. 
More precisely, there was a need to· .identify the specific 
factors of· the residential environment which have been linked 
with the attainment of, or interference with rehabilitative 
objectives .such as improved functioning, morale, or "hard" 
measures namely, cumulative length·of stay in the community 
. . 
or· returning an individual to an independent status in the 
community • 









. Therefore, to ·locate the relevant social characteristics, 
... 
that is, factors which have been used as indicators of a 
rehabilitative or a custodi~l care type of environment, we 
reviewed stud~es where some estimation was made concerning 
the impact of the social environment on the resident group. 
We examined research dealing with such structures as halfway 
houses, homes f9r t~~ aged, and psychiatri~ hospitals in order 
to develop a framework, in which to analyze family care homes. 
Identifying the Relevant Social Dimensions. 
Introduction 
- -·-----A··-va-riety of practices in a treatment setting··have 
been linked with the adjustment pattern of a resident group. 
Such items can be. grouped into two major categories:-
1. Level of Restrictiveness 
'l'hi:s includes. practices· which attempt to curtail the 
~ •• - ro' ,. ~..... \ -;0"-
,',' . 
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are events which have been associated with specific outcomes 
for a client group, such as returning an individual to an 
independent status in ·the community. Settings, which attempt 
to maintain control over such activities have been viewed as 
"authoritarian" or custodial care type of dwellings. ·Large 
psychiatric hospitals~ correctional institutions, and some 
nursing homes have been placed in such a category. In contrast, 
residences where clients are permitted a great deal of auton-
omy, namely,. they are allowed to bath.e or shower wheneyer 
they desire;- prepare their own snacks, and decorate· their own 
rooms, have been described as "permi~sive" or rehabilitative 
type of settings. Such concepts have been used to identify 
some "modern" psychiatric ·faci1i ties, innovative halfway 
houses, ~nd "therapeutic communities" serving a drug dependent 
population. 
2. Level of Deviation £rom Normative Livi~g 
This encompasses practices which do not encourage 
residents to perform ·in adult roles in the setting. That is, 
where the level of demands are incongruent with the normative 
requiremen~s of everyday living. For example, th~ degree to 
which ex-patients are encouraged to par.take· in "everyday 
functions". such as picnics, camping, eating the main meal, 
attending ~ports events, household chores, food shopping, 
performing errands, clothes buying and managing ,,,the ho~e, are 
events which are considered to be related to a lower degree 
of deviation from normative living. 
Further, it was assumed that the above practices .. are 
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interdependent or overlappin~ with the degree of social distance 
in the environment. The amount of personal involvement of 
the sponsors (staff) -with 'the residen'ts was considered to 
have a syIDmetrical reiationship with the degree of ,encoura~e­
ment offered by the sponsors to engage the residents in 
normative ~asks. 'For example, whether or not sponsors invite 
or encourage patients to participate in family events such as 
vacations, food shopping, visi,ting families and friends, sharing 
household chores, etc., could not be separated out from the 
deg~,e_!=! of "interest" demonstrated by thE7 sponsors toward the 
: ex-pat~ents, or the amount of closeness existing between such 
members in the ho~sehbld. 
, In short, such factors, namely, the d!=!gree of encourage~ 
ment and the level of personal involvement were treated as 
interrelated elements of a major dimension, level of ,deviation 
from normative living. 
Furthermore, practices related to a high level of 
deviation from normative living, namely, where there is an' 
acceptance of low performance levels, (which in some cases has 
meant tolerating poor hygiene, and inappropriate behavior 
(e.g. patients urinating in public, begging for money, etc.) 
and allowing individuals to vegetate,) and wher~ there is 
li ttle social c'ontact between residents and' staff (that is " 
;.;J • 
a lack of rapport, n.o positive' affect, or alieri~tion exists 
between residents and staff) have been associateq with a lack 
of improvement' or deterioration in the resident group (loss 
of self-esteem, apathy, loW mora'l~, ~tc.). 
-j 
~ ;" 
. 'f; '~.,: ',.~ ;. ", ....... ., 
........ ,":, ~""'."""'."~ "; 
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Settings which maintain some of the above practices 
have been identified as l~totaJ,. institutions" or custodial 
care dw~llings •. Some nursing ~omes, halfway houses, or 
large psychiatric hospitals have been classified in such a 
manner. 
In contrast, practices connected to a low level of 
deviation from normative living, (attempts ·are made to involve 
ex-patients in normatiye .~asks and positive affect or rapport, 
namely, a high degree of personal involvement exists between 
resid~nts and staff) have been linked with positive outcomes 
such as a high degree o·f satisfaction, improved performance 
levels, and fewer.hospitalizations •. 
: Residences in which some of the above practices exist 
have been defined as "egalitarian", "human relations," or 
"rehabilitative" type of dwellings. 
In conclusion, the research to be discussed below 
comprises studies in which· practices related to each of the 
above dimensions, namely, leve.l of· restrictiveness and degree 
of deviation from normative living, such as the number of 
control~ in the setting, the degree of intimacy existing between· 
staff and residents and the level of encouragement given to 
the discharged Ji'atients were examined. In this way, we 
expected to clarifY,why the above dimensions were selected to 
explore the socia.l environment· of family care homes • 
. '.' 
With this introduction in mind, let·us now review the· 
relevant research·d~aling with· each of the abov~·variables. 
24 
" Level" of Restrictiveness 
Goffman for one, found th~t a h~gh "degree "of restrictive-
nes"s, namely, m~ny "formal rules and procedures" limiting the 
freedom of a client group, can be ha~mful to such a population 
residing in an institutional setting. He indicated that such 
factors te~c;l to insti'll a great .deal "of "anxiety" and"are 
degrading to a resident group. " He stated: 
The system of authority undermines the basis" for 
control that adults in "our soctety expect to exert 
over their interpersonal environment and ~y produce the 
terror ~f feeling that one is being radically demoted 
in the age-grading system. l 
Although Goffman did his" field study in a large 
psychiatric hospital, he indicated"that his findings could be 
applied to other types of settings pz:oviding "total ll care, 
namely, "where all aspects of life are qopducted in the same 
place and under the same single authority.,,2 Such a 
limi ting characteristic, namely", a high "level of restrictive-
ness, could exist in similar type settings caring for a 
dependent population, such as "homes for the aged, homes for 
3 the mentally"" ill, and orphanages. 
1E;~i~g Goffman,"" "The Characteristics of To~a"l Institutions," 
A Sociological Reader on Complex Organizations, ed. Amitai 
Etzioni (New York: Holt, Rinehart, and winston, ""Inc., 1961),. 
p. ;319". 
2~rving Goffman," As" "lums":" E"s"s"a" "s" on" the" Soc"i"a"!" Si"t-ua"tion 
of" Men"t"a"l" Pa"ti"en"ts "a"nd" othe"r" "I"nina"t"es "Garden Cl. ty, New York: 
Anchor Books, Doubleday and Company, Inc., 196'i), p. 6. 
~Erving Goffman ~ A" S"C)"c"io"!"o"g"i"ca"l" Re"a"de"r on" Comp"l"ex 
O"r"g"an"i za"ti"o"ns",· "p.. 313 .. 
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Subsequently, Bennett, e~p10ring the relevance of 
Goff~an's findings in homes for the aged, 'discovered that a 
high.degree qf restrictiveness existed in such,an environment. 
She also observed that such a dimensiori contributed to a loss 
of indl.vidua1ity or low self-esteem in'the elderly living, in 
such a setting., One resident described the effect of such 
"regimentation" on her adjustment in the setting: 
Here I get sort qf th~ Home feeling; that regimented 
feeling. I wouldn't go out of my way for it. You 
h~ve to do what they want; you seem to lose ,your 
personality and it takes away that little independence. 
Four o'clock in the morning they have to wash you. On 
comes the light. Those little things. I bet I'm the 
worst patient you'ye got. I talk too much. Do you 
mind?4 , ' 
Further, Apte" exploring the level, of restrictiveness 
in halfway houses caring,for the mentally ill in Great ~ritain" 
found that such a characteristic existed over a wide range 
wi thin th'e treatmen~ program. 5 Moreover, his data were 
supportive of Goffman's notion in regard to negative impact 
of a high degree of'restrictiveness on a client group. Namely, 
homes' which were considered highly "restrictive" had a smaller 
proportion of patients leaving the setting to live on their 
own. In contrast, homes which were rated as "permissive" had 
a greater proportio~ of residents returning to the community. 
In other words, by linking such an outcome measure with the 
4Ruth Bennett, "The Meaning of :i:nsti tution,~l Life," 
The Gerontologist, III (1963), p. 123. 
SRobert Z. Apte, Halfway Hcuses: A New Dilemma in 
Instltutiona1 Care, ("Occasional Papers on Social Adminis-
tration", No. 27: (London: G. Bell & Sons, Ltd., 1968)', 
p. 66. 
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the level of restrictiveness, the author established a 
criterion for identifyi~g "reha'bilitative" ~'ype of halfway 
houses in G~eat Britain. 6 
Finally, Townsend, who studied the effects of 
institutional living on tIi,e aged, disputed some of the above 
, , 
findings. He found that such a dimension as a high degree 
of restrictiveness, although, existing in ~ny institutions 
caring for the aged, did not necessarily result in similar 
consequences such as apathy or low self-esteem. He observed", 
that many ,elderly people mainta,ined 'a ,sen'se of npride'" and 
"self-respectn in sp:i'te of long years of living in congregate 
care f 'l't· 7 acl. l. l.es. 
However, Townsend, in spite of his observations, , 
argued for ,a more permissive type of setting. He as~erted 
that such an approach'should be supported as a matter of 
"right" or "principle." (Such a viewpoint contrasted with 
other researchers who have argued that maintaining a high 
degree of control in a treatment setting is nbad n because' of 
poor outcomes. The implication ~ere, is that if outcomes 
were more positive then a high degree of' restrictiveness would 
be favored.) Townsend concluded that such a strategy, namely 
fewer restrictions in homes caring for an aged population, 
would mqst likely not'impair the,quality of ' care in these 
settings. He commented: 
~. 
6 ' Ibid., p. 102 
7peter ~ownsend, The' Last Re'fuge; A Survey of Residential 
Institutions and Homes roF"the Aged l.n England and Wales, (London: 




••• individual liberty should in general be curtailed 
only when the rights of other residents are infringed, 
and not for the convenience of the staff., To those 
who may argue that chaos may ensue it 'can be'· sald'-
that this is not the experience of those enl'igJ:ltened 
per~ons in'care of some communal homes where many of 
these principles are practiced. 8 
In short, Townsend's argument as well as evidence 
offered by Goffman and others help to explain why the level 
of restrictiveness was chosen as a criterion measure to 
,explore, the pattern 'of care in family care homes.' 
Level o'f Deviation from NO'rmative Living 
Family' care research has inc'luded systematic investi-
gations related to some of the elements connected to the 
deg~ee of deviation' from normative living. For example, 
Moholm and Barton explored the impact of various amounts of 
"interest" demonstrated by·" the spqnsors on the post-hospital 
adjustment of mental patients. ,They found a significant 
correlation between the amount of "interest" exhibited by, 
the foster parent and rehospi tali'zation. More patients were' 
able to remain'out in the communitY'in homes where sponsors 
demonstrated a great de~l of involvement than in homes 
where "little interest" was shown. 9 
Moreover, Lyle ~nd Trail, studying the outcomes of 
p'atients in fos,ter homes, concluded, that positive affect 
8Ibiq.., p. 423 t 
9Hans B. Moholm and Walter E. Barton, "Family Care, 
A Community Resource 'in the Rehabilitation 0'£ Mental 
Patients," American Journal of Psychiatry, ',Vol.XCVIII 





existing in the home was an· important factor in the adjust-
ment-of patients in ~e community. Of the ."adjusted group" 
namely, those who were able to remain out of the hospital f~r 
at least two years, 69% formed 'lIclose ties" with the sp0nfi!or.· 
In, contrast, only 35% of the "non-adjusted" group had "close 
ties" with the sponsor. lO They commented: 
A new important ingredien.t seems to be the 
intensification of relationships within the smaller 
constellations in the foster homes. Those who te~d 
to lose their identities in the' large setting of th~' 
institution seem to make better responses in less 
complex environments. For them, foster home care 
may be the best' kind of continuing treatment. ll 
Green i? ~is study of family care homes in New Jersey, 
investigated some of the events covered in the .degree of 
., 
deviation from normative living scale. He measured the 
amount of "opportunit,ies" offered to. residents for increasing 
the level of social performance,12 practi~es which were 
dealt with in our level of deviation from normative living 
scale. 
Green tested the hypothes~s concerning whether higher 
performance levels expected of ex~patients results in greater 
rehospital'izations in family care homes. He questioned the 
common assumption that deviant or low performance levels 
must be tolerated or attempts to raise e.xpectations for mental 
10Cu~tis M. Lyle and' Olga Trail, "A Study of ~sychiatric 
Patients in Foster Homes," Social Work, V'I (January, 1961), 
p. 86. 
llIbid.; p. 88. 
12 h . . '"1 C ar,les S. Green II! , "Evaluat1on of a Fam]. y Care' 
Program for' Released Ment;:ll ~atients., II Health Services 




patients can be dangerous, since the increased level of stress 
might cause residents to deteriorate resulting in rehospital-
ization. 
The researcher found that poorer outcomes in relation 
to "community tenure" did not take place when a high level of 
demands was coupled with adequate di~charge planning. A high 
degree of ~xpectations did not result in shorter periods of 
stay in the community when the abilities of the patients were 
considered in the selection of the placement facili~y. He 
concluded: 
The level of social performance of patients rece1v1ng 
fa~ily care could be increased while minimizing the 
proportion of returns to the hospital by placement 
in homes in which the level of performance demanded 
of patients do not greatly exceed their capacity to 
meet those demands ~ 13 . . 
Other studies which we have reviewed have i.nve~tigated 
or touched· upon· similar components to those linked with the 
level of deviation from normative living,.namely, the· type of. 
personal relations existing between staf.f and residents and 
the degree of encouragement given to residents ·to deal witl:!' 
. . 
the normal requirements of ev.eryday living. Such ·research. 
had dealt with a variety of setti~gs such as psychiatric 
f· 
hosp.itals, boarding home programs for teen~agers, residential 
treatment centers for disturbed children as well as. natural 
family environments. 
Kleinfeld investigating a boarqing home program fqr 
Athabascan .;rn~ians qiscovered that the most suc·cessful homes, 
.:.~ ... 
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namely, where there were fewer drop-outs and where the 
remaining residents expressed satisfaction with the setting,' 
were those in.wh~ch foste~ parents were able to make 
'" 
normative demands in a way which helped. to "preserve the 
autonomy" of the adolescents. Also in such settings,· parents 
were able to. provide an intimate type of environment for the 
reside~ts, i.e. where close relations existed between paren~s 
and residents. Foster parents who "suggested" rather than 
commanded the residents to become more responsible about such 
ma-t-te·rs·. as coming home at a reason~ble t:l:me', (or in general, 
what the researcher described as the parents' view of 
normative expectations for these teen-agers), and at the' 
same time demonstrated a high degree of "warmth" toward the 
re.sidents, had better outcomes, (more satisfied resid~nts). 
than those lacking such factors. l4 Kleinfeld described 
such a family: 
The demonstrative warmth of these'parents was evident 
in observing their relationships .with their own 
family members and also the way they responded to the 
interviewer. ·Their ability to demand appropriate 
behavior in ways which allowed the student to feel 
autonomous could' be determined in discussions of how 
to handle hypothetical prob;J.em· sit_u.a.ti.on·s_tha-t---
- ------typ~caTly .arise -W-rffi boarding home students .15 
Further, Freeman and Simmons, in studying post-hospital 
adjustment patterns in a pop'ulation found a significant 
l4 J • S • Kleinfeld,' "Characteristics of Successful 
Boarding' Home Parents of Eskimo and Athabascan Indian Stu<;len~s," 
Human Organization, XXXII,' No'. 2 (Summer, 1~73)', p. 198. 









correlation between the degree. of no;r:;-ma;t;i..ve expectations ~n 
."- ~.ettin.g al1d the level of per;Eo:rmance. They found a posh .. 
tive relationship to'exist between the level of demandS made 
by family members and the degree of patient functioning in 
h k d "1 t" "t' 16 suc .areas as war an SOC1a ac 1V1 1es. 
What is important to note is that th~ above authors 
have evidence to suggest that the ability of these "signifi-
. . 
'cant others U namely, family members, to utilize their personal 
relationships with the patients to enable them (patients) to 
carry out these demands, may have been an important factor 
accompanying the above findings. That is, in some sense, the 
family m~bers might have been saying, "I will be pleased if 
you handle this task. II Such data may reflect the importance 
of developing and maintaining rapport, positive affect, and 
intimacy in order to successfully communicate expectations 
to patients. Freeman and Simmons commented: 
Those sca'les that yield significant differences seem 
to reflect an'underlying dimension qf "social potency" 
which sugg~sts that the performance levels of. patients' 
who succeed in remaining ·in the community are more 
likely to be high when their fa.mily members manifest 
personal attributes indicative of competence in the 
manipulation of interpersonal relationships.17 . 
Moreover, Schwartz and Schwartz., in their .. study of 
treatment facilities serving the mentally, noted the inter~ 
relationship between such factors as low "social distance", 
that is, positive affect, rapport, or intimacy and the 
l6Howard·E. Freeman and Ozzie G. Simmons, The Mental 
Patient -Comes Home ("New York:. John Wiley. & Sons,' 1963), 
pp. 1527153. . . 




encouragement of autonomy in achieving rehabilitative goals. 
They indicated that inviting patients to participate in· the 
management of the hospital setting helps to reduce "social. 
distance" between staff and residents which in turn may 
facili tate discharge planning. They. sta.ted: 
. Another consequence of increased patient participation' 
is' that social distance between patients and staff, 
especia·lly the physician is lessened. The patient is 
treated less. as a child or inferior being and more 
as someone potentially capable of running his own ' 
life in the world 'of ordinary people as represented 
by the staff. This works' against infantilizing and 
desocializing influ'ences and m~y _ more ~eadiJy prepare 
the-'patient for adult social roles in society.IS . 
In support of the above, Goffman observed that such 
factors as high sqcial distance and low degree o! expect~tions 
in 'regard to the .. normative requirements' of everyday living 
are interrelated factors existing in "total institutions" 
or custodial care settings. Maintaining high "social distance" 
in such dwellings inhibits staff from perceiving residents 
as "human beings." 
•.• social distance is typically great and often 
formally prescribed; even talk across boundaries may 
be conducted in a special tone 'of voice. These 
restrictions on contact presumably help to maintain 
antagonistic stereotypes. 19 _ _ _ __ 
- ----- -, ------- - - ,-- - - - - -
Consequently, norms applicable tq the staff's "world ll 
are not relevant_ to the res·idents' environment, thereby . 
enabling them t'o tole-rate deviant behavior, namely function.ing 
lSMorris S. Schwartz and Charlotte_G._ Schwartz, Social 
Approaches to Mental Patient Care (New York: Columbia 
University Press, 1964), p. 179. 
19 Goffman, A Sociological Reader on Complex Organ-


















which is incongruent with normative behavior. Goffman 
elaborat~d: 
•.• however·distant staff manages to stay away from 
them (inmates) they can become objects of fellow 
feeling and even affect~on. Always there is the 
danger that an inmate will appear human. If what 
are felt to Qe· hardships must be inflic·ted on the 
inmate, the sympathetic staff will suffer. And on 
the other hand, if an inmate breaks a rule, staff 
conceiving of him as a human being may increase their 
sense that injury has been done to their moral world •. 
Expecting a "reasonable" response.from a reasonable 
creature, staff may feel incensed, affronted, and 
challenged when this does not occur. Staff thus 
finds it must maintain face not only before those 
who examine the product of their work but before 
these· very products themselves. 20 . 
In o~her words, the ~ow status ascribed to residents 
in the ~bove type of setting coupled with the acceptance of 
. 
low performance levels (deviant behavior) communicates to 
the individual a sense of his own. worthlessness. Under such 
circumstances,· "inmates" begin to act in a manner which can be 
self-destructive to· their owri self-esteem. The implication 
',') 
here is that when we see patients acting in a deviant manner. 
in an institutional setting, such as urinating in public, not 
.;.-_ .. 
maintaining personal hygiene, or to use an illustration provided· 
by ·Goffman, namely "bumming" for money, such behavior may be 
more of a reaction to the social characteristics of the 
environment.rather than a symp.tom o~ their "pathology." In 
short, the above social environment does not mobilize the 
capacities. of the individuals residing in the setting. 






In contrast, Jules Henry, in studying the Orthogenic 
School in Chicago C.a residential treatment program for 
disturbed children), noted that the egalitarian "values" 
expressed in ·thevarious ele~ents of the system he1ped·the 
organization to fulfill i"ts rehabilitative objectives. (Such 
goals are not explicitly stated in the article, but he seems 
to. view "successful" patients as tho$e who are able to leave 
the facility in an improved state of functioning~) Namely, 
the ·fact that primary group type relationships were allowed 
to develop in the setting, that is, children we:r;e ~reated by 
staff as members of a family, helped to p+,omote th·er~peutic 
goals. 
Henry pointed out that in order for staff to undertake 
such an enormous and complex ta~k as rehabilitation, they need 
to derive some personal gratification from the experience. 
The encouragement of familial relati~nships in the setting 
helped staff to become personally invested in ·the success or 
failure ~n the patients. In other words, the child's ability 
to overcome his handicaps was very much related to the 
counse1pr's own sense of worth or se~f-image. Henry stated: 
------.-- _ ... -----
"·Were the counse1ors--forbl-dde-ri their ·expression of their 
primaryn~rcissismi deep involvement in the c~i1dren ·wou1d be 
impossible." 21 
.In .sum, the above properties in ·the environment helped 
to maintain a high degree .~f commitment and dedication of 
21 Jules Henry, "Types of Ins ti tutiona1 Structures, II· 
in The Patient and ~he·Menta1 Hospital, edited by Milton. 
Greenblatt, Daniel J. Levinson and Gerald L. Klerman, 
(·Glencoe, I~linois: The Fr.ee Press, 1957), p. 84~· 
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s'taff to the }?ati.ents wh.ich ;i.n tu~~ 'contributed to the 
attainment of rehabilitative objectives. 
Studies in family care have concentrated on examining 
the interrelationships ,between background characteristics 
of the residents such as length"of time in the hospital, 
age and diagnosis, and spec~fic outcomes such as rehospita-
lization or commun:j.ty tenure. Consequently" there has 
been a dearth of knowledge concerning the nature of the 
home environment and the descriptive factors which may 
affect the pattern of care in the home. There has been 
a lack of understanding.concerning the extent to-which the 
aforementioned factors such as level of restrictiveness and 
degree of deviation from normative living ~xi'st in family 
care homes as well as the kind of properties in the se,!;:,ting 
such as size of the home, age of sponsor, and background 
factors, namely, the previous employment of the foster 
parent, which may influence the above dimensions. 
What data we do have may not be reliable or valid. 
Such findings were drawn from clinical impressions (for' the 
most part) which were frequently inconsistent. In addition, 
some data were, derived from resea,rch in which the identified 
social characteristics which were linked with the "descriptors" 
lacked conceptual :clarity raising questions about what is 
really being me'asured in the homes. Moreover, other information 
was gathered from,pomes which may not be representative of a 
current fam.:i,ly care program due to the period of t:j.me' when the 
, .. 
;. 
"study" was conducted. 
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(One .$uch s:~udy was implemented more 
than 30 years ago when fami,ly care 'homes were located in 
rural areas and the patient population may have been different' 
than present res idents of family care homes.) .Consequently, 
one needs to bear in mind the above limitations when reviewing 
the litera~ure in this area. 
Crutcher '. writing about the New York State family care 
homes in the early ,1940' s, commen.ted on the influence of the. 
sponsor's age on the pattern of care in the setting. She 
noted that the ."ideal ll age for· .a caretaker might be 50-60 
years old since such individuals might be "more willing 1:;0 
remain at home·or give them (the residents) the attention 
they need. tl22 
~fuat is implied in the above observation is that such 
sponsors might create a setting in which "emotional needs" 
. . 
could be gratified and the "deteriorated individual ll could 
receive "stimulation and motivation", practice.s which seemed' 
similar to those cqnnected with the previously qefined dimen-
" 1 1 1 f d " "f "1"" 23 s~on, name y, eve 0 ev~at~on rom normat~ve ~V1ng. 
Like others, Crutcher suspected that the above factors, namely, 
maintaining expectations in. the environment and establishing 
rapport between sponsors and re~iden~s, might help to promote 
positive outcomes (see p;reyi.Ous section of this chapter} . 
22Hester B.· Crutcher,. Fost'er Home Care For Mental" 
Patients (New York: Commonwealth Fund, 1944), p. 56. 




such as enabling ex-patients to remain in the community and 
providing them (residents) with a more· satisfac·tor¥ liv:ing 
. 't t' 24 S1. ua loon. Such a hunch was later verified in studies 
which have been discussed in the previous section of this 
chapter. 
In contrast, Morrissey located more recent "studies" 
which suggested that younger .caretakers may be more effectiv.e 
than older caretakers in managing family care dwellings.· 
" . 
Responding to Crutcher, he wrote: 
Historical.ly '" "older persons were considered more 
capable as family ca~e sponsors. This may have 
been a valid consideration at the time it was 
formulated. However, attitudes about the mentally 
ill have changed, and findings of some studies 
indicate that younger persons are more favorable 
for caretaker functions. 25 . 
Morrissey concluded that the knowledge base in this "area is 
still very weak and" much research is needed concerning the 
relevant qualitie~ of the sponsor~26 
Another key variable, previously mentioned, ·(see chapter 
de~iin~ with the nature of the problem), which is believed by 
some experts to· influence the pattern of care in the environ-
ment is the size of the residence or the number of discharged 
patients living in the home. For example, Murphy et. al. 
observed"that in homes with less than six·men, there "tended 
to be mor~ interaction" between sponsors and the residents. 
24Ibi·d~, p. 70. 
25~ames R. Morrissey, The Case for Family Care of the 
Mentally III (New York: Community Mental He.al th Journal, 
Monograph No.2., 1967), p. 57. 





However, they observed that in these homes the involvement 
between the patients was "more hostile" Or competitive in , 
natur~ suggesting that a high degr~e of social contact can lead 
. . 27 to negative consequences 1n certa1n homes. 
What is important to emphasize here is that the size 
of the ho~e. may play a role in determining the degree of 
invol vement in a family ca·re dwelling. The latter factor has 
already been connected with the ~imension dealing with the 
level of deviation from normative 1iviri·g. Furthermore, 
whether the degree of "interaction" contributes to increased 
rivalry. within the resident group can be seriously questioned 
since the authors. make no attempt to clarify or elaborate on 
such a finding by exploring other factors which ~ight have 
been responsible for such an "impression" such as the type of 
patients placed in these homes. 
On the other hand., Green found that si·ze o~ the family 
care home did not· have an influence on the social environment 
in ~e setting. More specifically, he correlated size of the 
dwelli~g with the "Scale ·of Demands for SO,?ial Performance., II a, 
factor' dealing with·- events similar to those covered i!l the 
level of deviation from normative living and discovered the 
relationsliip between the two variables to be insignificant. 
He con·cluded that· the "atmosphere (in, the family care horne) 
27 -H. B .M •. Murphy, Bernard Pennee, and Daniel Luchins, 
"Foster Homes: The New Back Wards?", Canada's Mental Health 
Supplement No .. 7.1, (September-October., 1~72), p. 8. 
,.; 
~ '. . 
. . 
.... ' 
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depends more on its staffi~g patterns and·organization than 
on its size.,,2B However, because ~he aui:hor ~~~~. ~91; ~~~.!ll~ __ _ 
or clarify the terms "staffing· patterns" and "organization" ,. 
such a finding offers little direction for future research in 
this are~. 
A third "descriptor" which has been associated with 
the social dimensions in the family care environment has been 
the previous employmen·t of the sponsor. Whether or not a 
sponsor had wor.ked in· a custodial care facility prior to 
:: joining a family care program has been linked with the quality 
of patient care in the treatment setting. 
The evidence· relating to the.above comes· from Apte, who 
explored the administrative structure of a similar type of 
dwelling, n~mely halfway homes in Great Britain. In his study; 
he noted that "wardens" (a role similar to that of caretaker) 
who had· had many years of experience in a hospital facility, 
continued to maintain practices relevant to such a structure 
despite the.fact that they were presently employed in a setting· 
devised to provide a familial type of environment for an ex-
29 patient group. More precisely, the "staff-patient split", 
a term originate~ by· Goffman in his study of "total inst:i,.tutions," 
(see previous section of thi~ chapter), was also prevalent in 
the community care setting (halfway house). Apt·e illustrated 
28 Green, Health Services Research, p. 45. 






Many differences were noticed in the degree .to which 
halfway houses were socially stratified. The strati-
fication ·.between: sta·ff and residents was especially 
evident through the use· of separate dining, toilet and 
bathing facilities, but also through the use of 
uniforms to designate status positions. At one 
extreme, there was large voluritary hostel for ex-
servicemen, where officers ·and men had separate 
. sleeping area. Four different groups ate separately, 
according to their status as patients, or as low 
level, intermediate, or top level staff. At the other 
extreme was a local authority hostel, staffed by members 
of a religious order; in this home the warden shared 
the same bedroom and toilet facilities, and even 
worked with t~e residents on the farm.· It·is obvious, 
"however, that only a few hostels have been es·tablished 
on· a basis of egalitarianism, andthat.manyhave the 
hierarchical characteristics of .traditional 
institutions. 30 . 
In brief, the high degree of social distance, (a fact9r 
connected to the level of deviation from normative living), 
existing in the hostels (halfway houses) was related to the 
previous work experience of the supe~visors or the training 
the "wardE;ms" received in the institutional setting. More 
will be said about the above in the chapter ·dealing with· the 
interrelationship between the descriptive· factors of the 




To conclude, we have examined a variety of studies· 
dealing with the level of restrictiveness and degree of 
30 Ibid., p. 46. 
. ..'.. . 
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deviation from normative living, dimensions which have been 
utilized to identify a rehabilitative or custodial ·care 
environment. In addition, we have reviewed the relevant .. 
1.i terature concerning the descriptive· factors such as size ot 
the home and·age of the foster parent, which may influence 
the pattern of care in the milieu·. 
The evidence thus far seems to indicate that the· above 
factors, name~y, level of restrictiveness or the degree of 
deviation from norm.at.ive living can exist on a wide range and 
such variation can be.used tq identify different kinds of 
settings, namely, rehabilitative or custodial care types of 
dwellings. At one extreme, a high degree·of restrictiveness 
and a high degree of deviation from . normative living h.as been 
linked with inhumane, authoritarian type of settings such as 
large psychiatric hospitals and correctional institutions·. 
Such dimensions have been viewed as ~ promoting·the general 
welfare of the population served resulting in a high level of . 
dissatisfaction and alienation of the residents with the 
facility.· At the other end of the continuum, a low level of 
restrictiveness or a iow degree of deviation from normative 
living has been associated with humane, egalitarian or h.uman 
relations type of dwellings such as halfway homes or a 
residential treatment program serving disturbed children'~ 
Such· characteristics have been considered to provide oppor-
tunities for growth or to help maintain the capacities of a 
d.ependent group such as the chronic mentally ill thereby 





in the community of the resident population. 
In short, the lit~rature suggests that th~ above factors,' 
namely, level of restrictiveness and d~gree of deviation f~om 
·normative living can be utilized as criteria to be placed in .. 
a conceptual framework to explore the nature of the social.· 
environment. in family care homes. 
. . 
·In addition, the findings regarding the influence of 
various· "descriptors" on the social dimensions in the homes 
have been inconclusive. However, there is some evidence that 
operators of community care facilities, who were previously 
employed in an institutional setting are· susceptible to 
creating a custodial care type of environment in the community 
dwelling. ~hat is, the training these managers received in 
the custodial care setting may.affect the way in which they 
deal with ex-pat~ents in the community. More specifically, 
practices employed by such indiviquals while working in the 
psychiatric hospital may be carried over into·· the community 
residence.· 
Finally, due to the limited amo~nt of data available 
. . 
.regarding the social environment of f~mil¥ care hom~s and 
their correlates, and the inherent deficiences in the data 
collection methods used in many·of th~ studies mentioned above 
(e.g. clinical impressions), a preliminary survey ,of family 
care ·homes was conducted. Several·homes were visited and 
sponsors as well as community care staff were interviewed 
prior to the implementation of the study in order to gain a 





restrictiveness and degree of deviation from normative living 
are relevant to family care dwellipgs. In other words, whether 
.+ ,---- -----
·practices relating to these dimensions are actually employed 
in family care homes was the focus of such a probe. Also, by 
meeting with staff and sponsors, we hoped to gain some notion 
about or loc;:ate .other "descriptors" in the setting which might 
affect the pattern of care in th~ environment. We expected 
to incorporate the results of such a survey into ·a more 
structured questionnaire or interview schedul~ to be implemented 
at a later stage in the research project. 
Before we turn· to the findings of· the preliminary 
survey,· (see chapter on the. research d~sign)· ,we wi·II first 
describe.the nature of the setting in which the study was 
conducted •. 
CHAPTER III 
THE STUDY SETTING: .THE NORTHPORT VETERANS 
AOMIN;fSTAA'l'ION HOSPITAL. 
·FAI'lILY CARE PROGRAM 
Introduction 
This ch~pter is based. upon information·gathered at 
Northport Veterans Administration Ho~pital during the period 
of time the study was conducted. The data were collected by 
examining case records, memoran~ums, computer print-outs on 
patient characteristics, and other written material as well 
as by attending staff meetings, ~d informal conferences with 
community care workers. 
The· Program 
The study was conducte·d at the Veterans Administration 
Hospi tal, Northport, New York. The Northport VA Hospi.tal, 
a 2023 bed hospital, located in Suffolk County, New York, 
draws most of its patients from the Nassau-Suffolk county 
areas. In the 1950's, it had served primarily World War II 
vete.rans who had neuropsychiatric disabilities·. The family 
care program, begun in 1953, was not then seen as a major 
treatment choice, ·but was used as specialized care on a small 
scale for the discharge of mental p.atients. By 1961, ·a t.otal 
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of 600 men had been placed in the program. l 
In the last five to ten years, however,.there has bee.n. 
growth in the family car.e program due to changes in hospital 
policy.. The fo:;Llowing table illustrates this growth: 
TABLE 2 
ANNUAL NUMBER OF RESIDENTS IN THE 
NORTHPORT VA FAMI~Y CARE PROGRAM, 1967-1974 

















The stated goals of the family care program are 
described in a departmental memorandum: 
Each veteran has the right to live an independent 
life in dignity and comfort, and experience the 
feeling of enhanced self-esteem· which comes from 
the relearning and strengthening of one's own 
capacities. 2 
lMu~ry K. Cunningham, William Botwinik, James Dolson, 
and Andrew A. Weickert, "Community Placement of Released 
Mental Patients: A Five-Year· Study," Social Work, XIV~ 
No. 1 (Jan~ary, 1969), p .• 54. 
2Memor~ndum from Roy Schmidt, Social Work Service 
Acting Co-ordinator of the Day Placement Program, Veterans 
Adminis·tration, Northport, New York,. "Role of ~he Profess~onal 
Social Worker in the· Community Care Program," .December 22,1972;,. 
. . _. -..,-----
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The family care home is· seen a.s ·a.n ar;t;'a!lgement where the 
. arrangement will prevent deterioration in the functioning of 
the veteran and thereby forestall rehospitalization. It is 
·hoped that psychotic episodes will be reduced with ·the 
provision of a.secure, non-threatening environment • 
. It must be emphasized· tha.t .returning a veteran to an 
independent status in the community is not a priority of· the 
program and in some ·cases, may be actively discouraged. 
Consequently, for most of the patients placed in family care 
homes, the dwelling is a permanent arrangement. For instance, 
in 1974"~ only 49 or 8% of the men were··discharged to their 
own homes •. 
It is believed that patients who have been hospitalized 
for many years., lacking resources, employment skills, kinship 
relations,· and peer group ties, ~ay function better in a 
sheltered environment such as a family care home. There is 
much ·emphasis in the program on the physical care of the 
veterans in terms of adequate nutrition, high quality medical 
care, and good pe.rsonal hygiene. 
Furth.ermore, there is an attempt to deal with patient 
satisfaction in the home directly, through discussio.n with 
the resident and sponsor or by transferring ·the ex~patient· to 
another setting. In 1974, there were 36 transfers. in the 
. Northport VA family· care pro~ram·. (We were missing information 




is 'considered an important factor in contributing to the 
self-esteem or dignitY,of the :veterans. 
Requirements for the family care program are based upon 
the followi:pg: U) readiness for discharge; (2) no major 
physical disability needing constant supervision; (3) no major 
management' problems, such as ,assaultive behavior toward staff 
o~ other patients. Any veteran, regardless of age or diagnosis, 
can apply for the program or can be referred by'any member of 
the hospital staff or by their own family. Applications or 
referrals are screened before they are considered eligible 
for placement bY,members of the community care staff. 
Preparation for presentation included clarification of ' 
veteran's financial status, contact with his family, 
and evalu~tion of veteran's ability to function in 
the community.3 
After a patient is deemed eligible for the program, a 
meeting is held where he may be in,terviewed by stai=f. At 
these meetings a final decision is made about whether or not 
to accept the individual into the program. If he is found to 
be acceptable he is assessed by the community board members 
,in relation to which home would be most appropriate to his 
3Commun'i'ty P'1'acem'ent Prog'ram (Veterans Administration; 
Northport, New York), (Booklet explaining Family Care Program 




F6~ example, a 'patient who seems to have difficulty 
in tolerati~g close relationships would be ~laced in a la'~ge 
family care home, if possible. In contrast, a patient who is 
affable, exhibits some wa:r:mth, and seems to be able to cope, 
with intimate' contact or needs the support of a small family 
situation would be placed in a smaller horne. 'However, patients 
who exhibit bizarre traits or overtly hostile traits or who 
are alcoholic are more difficult to place. 
It is expected that the sponsor provide the veteran 
with a normal family type environme~~ in which the veteran 
f,eels he belongs.' The' sponsors have been screened and 
selected by the 'community ~are program; the screening has 
included the sponsor's feelings about mental illness, the 
suitability of the actual physical ~nvironment, and the 
motivation for the sponsor's involvement in the program. 
After being screened,' the sponsor is listed on the "approved 
list" for community placement. 
The duties of the sponsor are elaborated on in the 
- - -~-- -- _. ---- --------'. 
community care bulletin: 
The Sponsor is no't only responsible for providing 
food and lodging, b,ut must also offer emotional 
s~p~ort and oth~~ necessary a~sistance. For exampl~" 
. . . . . . . . . . . . 
" 
4Th,is has not always been the case. In the late 1960's 
there was pressure to discharge patients by the hospital and 
therefore less corisideration was given to "matching" patients 
wi th 'homes. ' 
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making sure that the veteran maintains an acceptable 
level of personal hygien.e, assistance to him 'around 
budgeting of his personal allowance which may ea'sily 
i,neblde counseling regarding the purchase and wearing 
of clothing appropriate to'residence in the community. 
The Sponsor is expected to assist the veteran in using 
whatever recreational, social and religious facil~tie$ 
are available. To further the use of these'facilities, 
we expect our Sponsors to have a working knowledge o~ 
public transportation in and around their community. 
The sponsor provides three meals a day for the veterans 
.. a'nd wash and laundry service. There is provision for special 
diets with discussion of the need prior to placement. 
Although there are physical requirements set by the 
hospital (such as space, ventilation, and the number of fire 
~xits,) the sponsors have the autonomy to manage and organize 
the home environment for the patients. A sponsor has the 
right to determine the ,admission of a particular patient into 
their home and can decide not to accept a patient. (Likewise; 
after a placement is made, they have the right to have a 
change made 1'f a patient is not able to make an adjustment.) 
P~yment 
Once a patient is accepted into a home and a placement 
is made, the veteran makes provision for his maintenance 
directly to the spo~sor, whether he uses his VA benefits, 
Social Security b~nefits, or disability benefits. 6 There is 
,5C'~~u'ni ty'P lacemen't'Program , {Booklet}, p. 3. 
6'Ibid., p. 9. 
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"no payment between the VA "hospi tal and :the sponsor ex"cept in 
~ase"s whereth~ patient ha"s b"e"e"n .declared "incompetent" and 
ei ther the family or the hospital handles the funds". The 
different fees" paid by the men are de"pendent upon the number 
of beds in a room. The rates are periodically _rai"~ed in 
accordanpe with the cost of living. During 1974, the""usual 
7 
amount paid" tmode) monthly by residents was $215.00. 
Role o"f the Wo"rker 
The family care program is loc~ted in its own section 
of the hospital. The hospital, through its five full-time 
"social workers (}1. S. H. level) and nine full-time social work 
associates (B.A. level), provides on-going consultation 
d ' 'h 8 "regar ~ng pat~ent orne care. The social workers and 
associa"tes maintain contact every two weeks with the veteran 
and the sponsor. The aim here is to" ensure that the veter"an 
is receiving the proper leve"l of" care, "to ensure that he is 
being exposed to .the appropriate resources to" enhance his 
social functioning. In addition, the social workers assigned" 
to the home are expected to be available for help on day-to-day 
- .- .----. --_._-----------" 
---------
problems, in terms of obtaining concrete resources, clothing, 
7Communi"ty Placement Pro"g"ram", RepOr"t for Fisca"l Year" 
Ending "June "3"0," 1974. (Veterans Administration, Northport, 
New York) ." 
8The VA Northport family dare program in 1974" accounted 
for 40%" of the total social work "staff time .. " ""tcornm"unt"ty 
P"lacem"en"t" "P-r"o'(lr:attl," Rep"or-t" fo"r" F"i"s"C"a"l Ye"a"r" Endin"g' "J'l.ine" "3"0","1"974) • 




medical care. They are also available to the sponsor for 
crisis situations. This contact betw.een the ·sponso·r and 
social worker is most crucial usua~ly at a point where ~ 
veteran may have to be rehospitalized. Social workers have 
liaison functions i.n this process. They can contact the 
professionals involved, namely psychiatrists, to facilitate 
this process. 
In summary, the role of the wprker and the relationship 
between the hospital with the family care sponsor is stated 
as follows: 
The social worker places and visits veterans in a 
home to assist the Sponsor in encouraging the patient 
to handle as many of the needs of daily living as he 
is capable ofgand encourages the patient towards 
independence. 
If a worker feels that veterans are not receiving 
adequate care and feels that the horne is not up to standards 
required, he/she may remove the home from· the "approved" list 
which means that.no further referrals may be made to the home. 
However, in actuality, such a sanc·tion is· infrequently 
1 · d 10 app l.e • The·removal of a home from the "approved" list·may 
be more of a threat than a promise. Also, in-patient workers 
may sti1~ send a patient to a family· care home. of their.own. 
choosing (that is, without referring the individual to the 
·gcoIn111uni·ty Pla·cement :!?rogram, (Booklet), p. 3. 
10rnformation presented in this section is based ·upon 
informal discussions with community care staff and "observ·aticms" 
of the Northport VA ·family care program during a period of 
20 months (approximately). . . , 
.1· 
......... : ... 
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conununity care hoard, for placement} which could include those 
homes' which are not on the "approved" list. (FoX' more of a 
discussion regarding the above situation see Chapter VI,', 
"Measuring the Pattern of Care in Family Care Homes".) , 
Formal ,contact between the hospital and spons9r takes 
place at a group meeting held once a year. At this "Teall, 
sponsors and soc~al workers have a general discus~ion of the' 
prog,ram with encouragement to talk about common problems. 
This is a combination social ahd business get-together. In 
practic'e, the ,sponsors who usually attend tend to be the more 
recent sponsors who joined the program. 
It is expected that' the veterans' conform to certain 
"guideline,s" in their pa,rticular living sit~ation: 
The veteran is expected to abide by the general rules 
of, the individual household~ for example, bein.g on 
time for meals, use of radio or television sets, 
respecting the privacy of othe~s in the, home, , 
limitations as regards smoking, and the,keeping of 
acceptable hours,. The veteran is also expected to 
care for his own room, to the extent of his ability.' 
When the veteran expects to visit or be visited by 
relativ~s, these plans shall be discussed, in advance, 
"wi'th-th-e-Sporlsor'anci' when pos's-ib'ie--;-'the -Soct-al' 'Worker. 
To be effeq:tive, these rul,es must apply equally to all 
in the home. ll , 
In practice, this varies from home to home. The booklet in 
which the "guidelines" are suggested, is 'basically published 
for informational and educational purposes. 
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Community Supports 
The vetera.ns 'li'ving in :eamily ca.re homes at Northport 
have an array of supports to assist th.em in their adjustment 
to communi.ty 1if·e. Invo1 vement in social or recreational 
activities is supported by staff members and recognized as 
. an important factor in rehabilitation. Therefore, shel ter'ed 
employment or participation in hospital-based work programs 
is encouraged where appropriate. We found, in 1974, that 93 
men (out of 603 ex-patients) in 41 of the 85 homes were 
involved in some kind of hospital-based work activity. Many 
men attended the hospital-based sheltered workshop program 
where they were paid for assembling spare automobile parts. 
Other men were involved in the hospital-ba~ed Incentive 
Therapy Program where the men were employed as messengers for 
administrative personnel or as escorts to other patients in 
the hospital. 
Also available and supportive to the sponsors and 
veterans are the Satellite Clinics, operated in American Legiop 
halls and staffed by hospital nurses and volunteers from the 
Arne.rican Legi.on. These clinics, loeated in nine communities, 
operat'e 2-3 days a week' wi th provision for transportatj,.on.~ 
They .offer· medical services, ~amely, on-going medical check-
ups and appropriate medicatio.n. In addition, there are many 
social and recreational activit{es - arts ~nd crafts, films, 
diet groups, and car trips. In practice, a large number of 
patients infrequently attend the clinics except for medication' 
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in social and recreational pursuits, such participation occurs 
in the' 'family care dwellings. 
'-.... 
De scr iption 'o-f the 1-1en 
The homes that we studied for the year 1974 consisted 
of 603 discharged patients,' all of them male, who had been 
placed in a total of as family care homes. Ninety percent of 
the men were white; both the mean and the median age were 53 
years of age.' (See Table 7 in Appendix 'A). About 77%' were in 
the 41-60 ~ge range. (See Table 2 in Appendix A).. This 
large proportion was consistent with the Veterans Admini~tration 
national f~gures where the greatest number of patients in 
12 family care homes was in a similar age group.-
Many of the ex-patients were originally diagnosed 
during or right after World war'II. About 90% of the veterans 
were placed in schizophrenic categor:y with the major:l-ty bei'ng 
of the chronic type. (See Table 9 in Appendix ~). The me'an 
number o~ years' of 'cumulative hospitalization was 10 years. 
(See Table lQA in Appendix A). Residents hospitalized for a 
cumulative period of one year prior to placement comprised 
12Depa'rtrnen't of' Medicine ano -Surgery- Field 'S'tat'ion 
Summa-ry Ma'rch- 1972. VA community Placement Programs for 
Pa,tients in Homes Other than Their Own During Fiscai Year 
1971, Part 3, '(Veterans Administratio~, Washington, D.C.), 
p. 32. 
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hospitalized for a cumulative period of 11-20 years.13 
(See Table 10 in Appendix A). 
Our figures for rehospitalization rate for 1974 
indicated that 7% of the men returned to the hospital after 
placement. Such a rate of rehospitalization in ,the setting 
• 
'in which the study was undertaken may be more of an indication 
of the stringent admission policies of the institution 
sponsori~g the family care program than a measure of the 
quality of care in the homes. During the period' 
of time the study was conducted, the hospital was undergoing 
a major change of purpose. Namely, the primary function of 
the hospital changed from a total psychiatric facility to a 
medical-surgical hospital and consequ~nt1y, there may have 
been some' administ;rative pressure to. reduce the number of 
beds availa~,+e to psychiatr~c patients. 
The 'breakdown as to'the number of men' living in the 
various homes in the program is given in Table 3. The 
percentage of homes in each category in the VA is compared 
" 
with the percentage of New York State Family Care homes (stat~ 
hospitals) during 197414 to demonstrate the similarity of 
l3We could not locate the cumulative, period of hospital-
ization for 12% of the population in the family care program. 
14 ' ' 
,New York 'State' De artment of' M'e'n'ta1 H 
of' Mana'g'emen't' '!rnp'rovernent.' trPat~ent Resl.dent 





the distribution in each category. The.majority of homes 
in both prog~ams were in the 1-4 size category. However ,. 
the VA had a ·greater percentage (13%) of large size homes 
·(11 or more) than the New·York State program. 
Size 
.1 4 




A COMPARISON. OF THE NEW YORK STATE 
FAMILY CARE·PROGRAM (HOSPITALS) 
WITH ~HE NORTHPORT VA FAMILY CARE 
PROGRAM BY THE DISTRIBUTION OF RESI-
DENTS IN DIFFERENT SIZE CATEGORIES 
New York State Northport VA 
% of Homes % of Homes 
74 (709) 62 (53) 
23 (217 ) 25 (21 ) 
3 ( 32), 13 (11) 
100 (958) 100 (85) 
Phys·ica.1 Description of the Homes 
The 85 homes·in the program were distributed within a 
.. 
50 mile radius of the hospital with the heaviest concentration 
10-15 miles from the hospital. Most of the homes were situated 
in suburban residential areas in Sut"folk County. Most of the 
homes were large and well-furnished, having four or more 
bedrooms. Some of the larger homes,. having 10 or more patients, 
were formerly summer guest homes a,nd were located near the 
seashore. In general, the homes were usually well maintained 
and us.ua11y not distinguished from others in the. neighborhood·. 
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pe'sc'ription of ·the· Sponsors 
For the mo.st part, th.e sponsors were women. (There were 
'only three' homes -in which there 'was a male sponsor.) The 
majority of sponsors were white. There were only 13 non-white 
sponsors in ·the program. Judgi~g from the names of the 
sponsors; many were from Italian background. Our data 
indicated that 66% of the sponsors had never worked with such 
a resident group prior to coming into the program whereas 31% 
had such an experience primarily as attendants in a large 
psychiatric institution.' (See Table 3 in Appendix A). 
66% of the sponsors were between 40-60 years.of age 
with 14% under 40 and 20% over 60. (See Table 2 in Appendix 
A.) About 25 % of the sponsors were' living alone with the 
men at the time the study was conducted. 75% had at least 
one family member, in addition to the sponsor, living in the' 
home. (See Table 1 in Appendix A.) 
Fifty-three percent of the current sponsors entered 
the program between 1966-1970 when the number of patients 
greatly increased. The table below gives the breakdown in 
relation to the sponsor's length of time in the program: 
. 
TABLE 4 
'SPONSOR 'S LEN.GTH OF TIME -IN THE PROGRAM 
Length of Time In The Pr~gram Percentage of Sponsors 
Less than 4 years 
4 - 8 years 















To conclude,' based upon our r.eview of the literature 
and familiarity with family care pr~grams within 'the Veterans 
Administration and in New York State,' the Northport VA .family 
~ . 
care prograt,n may be "typical" of other VA and non-VA family 
care programs throughout the country dealing with the long-
term psychiatric patient. The administrative structure of . 
the program, the kind of staff employed in the program, the 
type of sponsor cari.ng. for the' residepts, namely, the older, 
white, female, residing in a suburban residenti'al area, are 
some of the f~atures which appear to resemble other family 
care programs dealing with a chroriic patient ~opulation. 
For these reasons the above setting was considered an 
appropriate base to study the social .characteristics of 
family care homes .. 
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CHAPTER IV 
• ~..... '. I .-
RESEARCH DESIGN ANP METHODOLOGY 
Preliminary Interviews 
As mentione~ previously, it was necessary to conduct a 
preliminary survey in order to examine the applicability to 
family care homes of practices regarding the level of deviation 
from normative living and degree.of restrictiVeness .implemented 
in various treatment settings such as halfway houses,·ho~pitals 
and homes for the aged. In addition,· we attempted to gain 
some·idea regarding tHe differences among the homes. in ~elation 
to the ievel of restrict·i veness and· degree of deviation from 
normative living in the milieu. Furthermore, we .endeavored 
to ascertain whether the aforementioned II descriptors II such as 
size of the home and previous employment of the spo~sor may 
be linked with the above social dimensions and to locate other 
factors possibly associated with different practices found in 
the homes. 
Thirty-three homes were visited and· exploratory inter-
views were conducted with caretakers lasting between one and 
two hours. Open-ended questions were·· asked of the spon·sors 
dealing with the n~er and different kind of rules or 
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expectations of the veterans in relation to activities of 
·everyday Ii vi~g. Sponsors wer·e ·qu:es·tioned about the d~gree. 
to Which 'ex-patients ·a·re invo.lved in family events or functions. 
We inquired about the different factors in their lives which 
may have influenced them in regard to the manner in which they 
operated·their residences. 
Informal interviews were alsq held with staff members 
in the program. We covered similar areas to those discussed 
wi th the sponsors. In particular., we were inter~sted in 
.identifying the different factors which may have contributed 
to the overall pattern of care in the homes. 
Our tentative. findings here supported- the notion that 
characteristics u~~d to explore the social environment of· 
other treatment settings are applicable to description of 
family care homes and that. such characteri·stics may vary 
from setting to setting within the family care program. 
From this preliminary survey, we learned that there may 
be a great variation in the settings regarding the nUmber of 
restrictions placed upon the residents· and the number of 
expectations in relation to coping with the normal requirements 
--·of- -everyd·ay-l"i ving~ . For example, in· ·some homes-the ·veterans 
appeared to 1;>e encollraged to handle their· .own money, take 
responsibili ty for cleaning their rooms, .and participate in 
family activities. In contrast, in other homes, there seemed 
to be little emphasis on promoting independent functioning. 
In·such homes veterans may not have been encour~ged to deal. 
with such matt~rs .as buyi~g their own.clo~hes,.participating 
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in family activities, and handli~g household chor.es. 
A similar situation existed in respect to .the level ·of 
restrictiveness in· the. homes.· On one hand, there were homes 
which app~ared to place many rest~ictions upon the men such· 
as curfews, rules about waking up in the morning and limiting 
television ~atching. On the other hand, there were dwellings 
where veterans, for the most part, seemed to be able to do as 
they pleased in relation to sOme of these activities. 
Furthermore, the data gathered in the preliminary survey 
provided us with some impressions regarding the interrelation-
ship between the descriptive factors of the ·setting and the 
social characteris.tics of the environment. Al though we could 
not ascertain a general agreement ·among sponsors and staff 
. regarding the impact of previously mentioned IIdescriptors ll , 
namely, size, age of the sponsor, and previous employment of 
the sponsor, we we.re able to locate other factors which might 
possibly influence the pattern of care in the home. 
Sponsor's .length of time in the program was considered 
one factor which might be associated with the above social 
dimensions. Sponsors· who were more experienced as caretakers 
seemed to maintai.n lower expectations than less experienced 
caretakers. ·The former seemed less enthusiastic about playing 
·a "therapeutic role ll with the ex-patients and more resigned 
to functioni~g in a custodial care capacity in relation to 
caring for the men. 
Moreover~ individuals with large families were considered 
to maintain more ·routinized settings. The family p.ressures 
\ 
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on these sponsors .did not seem to allow these sponsors to 
deal with events. relating to sleeping, e.ati~g, and stayi~g 
out a.t night in a casual manner. Such sponsors may have 
needed to structure such activities for the men in order to 
have more time to devote to their immediate families. 
The location of the· sponsor·' s residence,· namely, whether 
or not a sponsor lived· in the same dwelling as the men was 
·another variable which was thought to .be related to the 
pattern of care in a home. Sponsors.not residing in the same .. 
dwelling were consider~d .to be les·s involved in creating a 
family life for the residents than those living under the 
same roof with the men. 
In addition, whether or not the residence had veterans 
who participated in the hospital-based work prOgram was felt 
to be related to the level of expectations in the environment. 
In homes ·where residents were involved in hospital-based work 
pr~grams, higher expectations may have been demanded" by the 
sponsors than in those homes where residents were not involved 
in such a program. 
In short, there appeared, on a·preliminary basis, to be 
an association between the above factors and ~he social 
dimensions in the environment. The preliminary exploration 
gave us a b~pader understanding of this pioneer area. It 
enabled us to have some practical experience with the phenomenon· 
which in turn helped us to make a d~termination about the· 
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. Operat·io·nal'i·zing· ·the Var·iables 
The second phase of tJ:1e s.tudy was ·concentrated on 
operationalizi~g ~he variables, ·constructing the items "t:o 
measure·the ·homes, training interviewers, collecting the data,. 
and scoring the homes in accordance with the level of 
. . 
restrictiveness and degree of deviation from normative living. 
Based upon ~nformation gathered in the preliminary survey and 
studies mentioned in the previous. chapter, the variables ~o 
be measured were· defined as follows: 
1) Sociai Characteristics of the Homes 
a) Level of Restrictiveness - was defined as the· 
number of areas where controls were placed upon 
the residents that interfered with ~ndividual 
freedom, such as curfews, rules and proced~res 
in regard to various leisure time activities, 
and other practices which limited the decision-
making· power of the residents. For examples, 
requiring residents to be in the house at· a 
~ertain time in the evening was viewed as a 
control over the in~ividual freedom of the 
residents in regard to a particular event. In 
contrast, allowing· residents to furnish their 
rooms as they wish was considered a non-restric~ive 
practice in .the hom~. 
b) Level of Deviation from Normative· Living - was 
conceived as th.e ·number of areas where the demands 
of normal living or. everyday respon.sibilities 
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were' not made on the residents. The degree to 
which res'idents are' 'n'ot encouraged to handle or 
maintain adult roles is one way of describing' 
the level of deviation from normative living. In 
other words, the number of expectations which 
"deviate" f,rom the normal demands of living was 
an indication of the level of deviation from 
normative living in the homes. For example, 
encouraging residents to do their own laund!y, or 
clean their rooms was considered a, non-deviant 
practice in the homes. On the other hand, not 
expecting residents ~O, or in fact discouraging 
them from participatin,g .in such matters as buying 
their own clothes, attending social functions 
with the family, or managing the household were 
viewed as "deviant" prac.tices in the homes •. 
2) The Relevant "Descriptors" of the Home: 
a)' Size of the Home - number of veterans living in 
the foster home. 
b) Number of Family Members - number of non-patients 
~iving in the dwelling. 
c) Age of Sponsor - whether the sponsor could be 
placed in a younger or older age category. 
d) Previous Employment of Sponsor - whether or not 
the foster parent ~orked. in a state psychiatric 
institution prior to ~nter~ng th~, family care 
pr~gram. 
65 
e) Le~gth of Time in the Progr.am - the cumulative 
le~gth of time in the pr~gram since the first 
patient was placed in the home. 
f) "EmploYJIlent" Status of the Residents - whether 
or no1=::the r~sidence had veterans who participated 
'in the ho-spi tal-based work program (e. g. sheltered 
workshop, messenger service, escort service). 
g) . Location of the Sponsor's Residence - whether or 
not the sponsor lived in the same house or apart 
from the men. 
Constructing the Item.s. ,to Measure "t7he Environment 
Items were constructed to meas~re the social character-
istics of the environment and the descript~ve factors in the 
setting_ The first section of the interview schedule was 
devoted to the "descriptors", namely, size, age of the foster 
parent, length of time in the program, number of family members, 
etc. (See Appendix A ). f.1uch of the written material on 
these· factors was unav~ilable ·or inaccurate and consequently, 
such information, for the most part was gathered in the 
interviews with' the final sample of. sponsors • 
. The second section of the schedule dealt·with the 
. . 
dimensions dealing ~ith level of restrictiveness and degree 
of deviation from normative living •. In this regard, tne 
Hostel-Hospital Prac~ices Profile, developed by Apte was 
drawn upo~ to help construct an instrument to measure these 
d ' , 1 l.menSl.ons. 
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Apte developed the Hostel-Hospital Practices Profileo 
to measure the degreOe to which halfway houses differed °from 
chronic and rehabilitative wards of psy~hiatric hospitals. 
He compared the level of II res trictiveness" and "responsibility-
expectations" in each of the above settings and then combined 
the scores in each of the dimensions to form a lit ypo logy 11 
of halfway homes. 2 
The H.H.P.P. was relevant to bur study because it gave 
us some idea about what major areas ahd activities to 
explore in relation to the level of restrictiveness and 
degree of deviation forom normative living such as II control 
over physical movement," "control of dress," IIcontrol over 
everyday: activities" (leveloof restrictiveness), and 
"responsibility for- participation in the management of the 
hostel", (level of deviation from normative living).3 
Consequently, some areas and events similar to those 
on the H.H.P.P. were covered/in our data ocollection instru-
mente Other areas were not included in our interview 
schedule since they were more pertinent °tq h~~fW~y_ho~ses 
- - - - - - .1 __ • - - -
than family careo homes. For example,"Control over Privacy" 
olRobert Z. Apte, Halfway Houses, A New Dilemma ° in 
Institutional Care, ° "Occasional Papers on Soc-ial Admini-
stration", Number 027, (London: ° GO. Bello & Sons Ltd., 1968), 
pp. 61-74. 
2 . 
Ibid., pp. 61-79. 
3Ibid.o,- pp. 63-74. 
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was an a.rea included in the ~.H.P.P. but was n·ot dealt with 
in our questionnaire since it pertained to such matters as 
"exposed" toilets, a circumstance which was unrelated to 
the living situation in family care homes. 
Several areas were added to ·our questionnaire based 
upon information ga~hered in the preliminary survey. Chart I 
represents the major areas explored in relation to the level 
of restrictiveness and degree of deviation from normative 
living. Also, some activities on the H.H.P.P. were adopted 
:eor our data collection instrument but were included in 
different areas. For example, whether or not showering or 
bathing was a s~pervised activity was dealt with in the 
area, "Control over Personal Care." Hcwever, such an 
event was covered in the area dealing with "Control Over 
Privacy" on the H.H.P~P. 
Staff was involved in formulating the items relating 
to the above areas connected with level of restrictiveness· 
and degree of deviation from normative living in order to. 
help elicit an appropriate or honest response to the questions. 
There was a concern·that items might be misunderstood or that 
sponsors might feel that they were being evaluated by the 
sponsoring organization and consequently, might be tempted 
to provide the "right" answer or d~rect the answer in a 
particular fashion in order to please the interviewer. 
Therefore,. items were discussed with the social workers 
and changed or dropped if·they were unclear·or.might bring· 
CHART I 68 
AREAS EXAMINED IN RELATION TO MEASURING THE LEVEL 
. OF . EE;STRICTIVENESS AND DEGREE OF .. 
-DEVIATION 'F'ROM ·NORMATIVE LIVI'NG .. , .............. . 
Level of Restric.tiveness 
. N'umb'e'r' ·o·f.· Ttems 
Control Over Physical Movements 
Control Over Everyday Activities 
Control Over Eating, Drinking and 
Smoking 
Control Over Personal Belongings 
Control Over Personal Care 
Control Over Structuring the. Day 


















Degree of Deviation from Normative Living' 
Area Number of Items 
Expectations in' Regard to Participating 
in Social Activities with the Family (~3 Items) 
Expectations in Regard to Handling 
Everyday Events (12 Items) 
Expectations in Regard to Personal Care. ( 4 Items) 
Expectations in Regard to Physical 
Movem~nt 4 Items) 
Expectations in Regard to Eating, 
'Drinking and Smoking ( 4 Items) 
. ;E.~Becta tions ip-_. Re.gard to .Me.di.cal Care. __ <3 I_tems-l : 
Expectations in Regard. to Personal 
~elongin9s 1 Item) 
Expectations in Regard to Structuring 
One I s Own' Day 1 Item)·· 
Expectations in Regard. to Participation 
in Managing the Home .( .1 Item) 
TOTAL (43 Items) 
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a defensive reaction frqm the sponsors. An illustration of 
such a change pertains .to the item dealing with whether or 
not yeterans are allowed to· have ·their own set of· keys to the 
home: instead of asking ·res"ponden.ts if they gave keys to the .... 
men, the question was posed, "How do you arrange for the 
veterans to get in and out of the home?" It was expected that 
phrasing the question in such a manner would enable the care-
taker to respond more· fr·eely and consequently .mi tigate bias 
in the instrume~t. 
The caretakers were assured that the information related 
wOllld have no affect on their status in the program. They 
were advised .that tpe data provided would be confident ial·. 
Also, the· information wo.uld be transferred to numbered cards 
and that their names would eventually be destroyed. 
Sponsors were informed that we wished to draw upon their 
valuable experience as caretakers, namely, how they dealt with 
these disabled veterans in the community and that such 
information could then be utilized to plan new programs. We 
pointed qut that, in this way, they were contributing to 
improving the level of care for the chronic mentally ill. 
In other words, the above strategy was expected to help 
increase the accuracy of the data gathE;!red in the ·~study .. 
About 30% o·f the interviews were conduct.ed by· the 
researcher and approximately 70% were conducted by B social 
work associates in the family care program (BA· level social 
"".. ----:...,----::------.,,--.,--
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workers employed by the Veterans Administration>. One 
, 
interview was conducted by a M.S.W. social worker. 
"" The "social work associates were trained" in several 
sessions to develop skill in in-depth interviewing a"nd 
become familiar with the items on the schedule. The focus 
in these session"s was to teach them to" listen and respond 
in a non-judgemental manner. Role playing was the primary 
teachi"ng method utiLi.zed in thes"e sessions. The meetings 
" " 
with the interviewers were terminated when all participants 
seemed proficient in handling the task. 
In-depth interviews were conducted with all 85 care-
takers in th~ program. In general, interviews lasted between: 
one and two hours. Sponsors were as~ed to comment in an 
open-end manner on how they dealt with various activities in 
relqtion to caring for "the men in their homes. Such events 
as medical care, physical mobility, social functions, namely 
weddings and other activities wh~ch might occur, were selected 
to measure the,degree of restrictiveness and the level of 
deviation from normative living in the environment. (See 
Coding the Items 
Answers on the questionnaire were coded by "the inter-
viewer in accordance with specific categories reiating to the 
frequency of the practice (regularly, sometimes, or never) , 
the number of men involved (all, some, "or none) or other" 
~ 
categories such as .. "no-issue" '" "mixed" r.esponse ll , or "I don It 
" 
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get involved~ II Answer"s were repeated back to the participan:ts 
to check on the "accuracy of the "res"ponse. Af:t:er" each ""~nter-
"view, a conference was arranged wi"th the inte"rviewer to 
clarify" any problems in thecodi~g. 
In spite of the "time "and care devoted to constructing 
items for the questionnaire, "a "no ... issue" cat~gory was found 
to be necessary since some of the events covered on the " " 
instrument rarely occurred in "several homes. For instance," 
the extent to which week-end leaves are controlled by the 
sponsors (a measure dealing with the level of restrictiveness) 
could not be ascertained in several of the dwellings due to 
the fact that the individuals residing in such foster homes 
rarely left the home on week-ends. Many of such residents 
were fearful of leaving the setting except for short wal~s. 
"MoreOVer, the extent to which ex-patients are expected 
to participate with the family in, special occasions outside 
" "the home, such as weddings, (an item dealing with degree" of 
deviation from normative living) could not be estimated in 
several homes because such sponsors are rarely invited or go 
"to these functions. Therefore, family events in which th~ 
sponsors were able to respond or were irrelevant to a "home 
situation were coded as IIno-issues ll (latter changed to Iinot" 
" applicables ll ) 4 and not included in the cumulative scores" on 
each of the homes in relation to level o"f restrictivenes"s and 
degree of deviation" from normative "livi~g or the cumulative 
"scores on each of the i terns dea:li~g with these dimensions." 
4Events, which" "were scored as Iinot enough "information"1I 
w~re also "placed in th~ "not applicable" ca~egory"" , 
Furthermore, it was realized that the original 
distinction made between "regularly" and "sometimes" 
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. (fre.quency of occurrence) or "all" and "some of the men" 
(number of men included in an activity) in regard to scoring 
an event was an artificial one. Sponsors for the most part 
were not cognizant of such nuances. Such practices were not 
applied·with the above formula in mind. Caretakers did not 
operate in such standardized w.ays as staff members usually 
functioned in a psychiatric hospital. Either practices 
wer~ operative or inoperative in a particular home. 
Moreover, after many discussions with the interviewers 
and reviewing sponsors' comments on the items, other categories 
such as "mixed response" was recoded as a "restrictiv.e/ 
.deviant" practice. Also, the category "I don't get involved" 
was recoded as a "non-,restrictive lJ response. 
In short, responses to the items were coded in 
accordance with whether or not activities were handled in a 
res·trictive manner (that is, the individual freedom of the 
residents was curtailed by the sponsor), deviant fashion 
(that is, the expectation relating to the normal demand of 
everyday living was not maintained) qr as a "non-applic~ble" • 
. . For example, a home in which some kind of· limi tation 
was.placed upon the men regarding staying out at night was 
given a "restrictive" rating for that item. A home not 
having any limitation i~ relation to the above event was 
given.a "non-restrictive" ra·tirtg. Similarly, a home in 
i 
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whic~ a sponsor excluded the men from the dinner table· was 
.given a "deviant" rating in this activity. A home in which 
the sponsor included the veterans at the main meal was given 
a "non-deviant" rating in this event. 
Scoring the Homes 
A level of restrictiveness score and a degree of 
deviation from normative living ratirig were derived for 
each of the homes in the study by computing the percentage 
of restrictive/deviant practices .out of the total applicable 
items in each of the above dimensions. For instance, the 
level of restrictiveness/degree of deviation from normative 
living in a particular home would be 50% if 9 out of the 18 
applicable items are dealt with in a restrictive/deviant 
manner by the sponsors. . (Maximum score was 100%.) 
Also percentage scores were calculated on the level 
of restrictiveness and level of deviation from normative 
living for each of the items in the questionnaire based 
upon the total number of homes considering the eve~t relevant 
to their circumstances (that is, non-applicable responses 
were no.t included in the cumulative score). For example,. 
55% of the homes were considered "non-deviant" in re·lation 
to the activity dealing with encouraging men to participate 
in special functions such as weddings, since sponsors in 
these dwellings attempted to involve the veterans on such 
occasions. In contrast, 45% of the homes were considered 
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"deviant" in relation to the above since sponsors in these 
homes did not include the men in such an event. (Maximum 
score was 100%) . 
Comments and reactions made by the sponsors .in 
connection with·the item was compared with the coded 
response to check on the reliability of the interviewer. 
In cases where the coded response differed from the co~ents, 
the written reactions determined the final code for the item. 
In addition, comments made by the sponsors in relation 
to'the 'particular events in, the interviews,' as well as data 
gath~red in interviews with staff (discus'sed in the previ'ous 
section of this chapter), and 'attendance at staff meetings, 
were later reviewed. It was recognized that sucn data could 
not be considered "hard" in the sense of having specific 
attitudinal measures which are quantifiable. ,Nevertheless, 
this information was found to be useful in, providing some 
"clues" or impressions about why different practices are 
maintained in family care homes which. in turn might help to 
gain a better understanding concerning the interrelationship 
between various social "descriptors" and the social character-
istics of the environment. More will be said about this in 
our discussion of the findings. 
Reliability 
To test the reliability of the instrument, ~eparate 
scores were' derived on alternative items measuring the 
same attribute such as restrictivene~s. The comp~ted .l , 
.. il 
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.corre1ation of the two scores determined the reliability 
of the measures. This procedure is similar to giving an 
ihdi vidual two separate tests measur~ng the same fac.tors, 
but using different items, and comparing the scores on each 
of the tests as an ~stimate of reliability. This method 
was derived from the Spearman-Brown Prophecy Formula, 
which is used to "compute an. estimate of reliability from 
a single administration of a single test." S 
Analysing ·the· .Data 
The third stage of the research was devoted to analyzing 
the social environment of the homes. An item by item analysis 
was conducted base~ up~n the overall scores in each of the 
events as well as reactions of the sponsors to the activities. 
The objective here was to gain a detailed picture of the 
day-to-day living·of ex-patients. 
In such an exploration, we examined the different·ways 
sponsors reacted to a variety of events related to patient 
care and the reasons provided by the sponsors for handling 
an activity in a particular manner. FOr example, spon$ors 
were asked for the reason for not a1lo,.,ing men to freety 
wander about the co~unity or smoke whenever and wherever 
they please in the· nome'. Having such information was expected 
5E1izabeth P. Hagen and Robert L. ·Thorndyke, Measure-· 
ment and· Evaluation in Psycho19gy and Education (New York: 
John Wiley and Sons, 1969), p. 184. 
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to help formulate hypotheses concerning different factors 
which may account for the social -dimensions in -the -environ-
mente 
Further, a frequency distribution was devised based 
upon-the scores on the level of restrictiveness and degree 
of deviation from normative living scale in ord-er to describe 
the variation among the homes in the program in relation to 
these dimensions. Statistics (mean, median, mode, standard 
deviation, and range) were calculated-on the level of 
restrictiveness and degree of deviation from normative living 
so that family care homes could be classified in accordance 
with these characteristics in the environment (e.g. high, 
medium, or low). 
In addition, the different "descriptors" such as age 
of the sponsor, previous employment and size of the home 
were correlated with the level of restrictiveness and 
degree-of deviation from normative living to estimate the 
impact_ 6f these structural properties on the social 
dimensions in the environment. 
Further, since we were uncertain as to whether our 
observations or measures satisfy the assumptions underlying 
- . - 6 
the utilization of parametr1c tests -we used- tpe median 
test, a non-parametric statistical test, to estimate whether 
or not a significant association existed between the 
descripti ve_ factors of the homes and these social character-
6sidney Siegel, NonEarametric Statistics for the 
Behavioral Sciences (New York: McGraw_ Hill Book Company, 
1956), p. 19. 
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istics in the.milieu. 7 
:J:n order to utilize the median test, we "converted" 
number scores on the level of restrictiveness scale and 
the degree of deviation from normative living scale into 
"r~nks."8 Homes w~re ranke¢i "high" or "low" accord;i:ng to 
whether the final score in a particular dimension was above 
or below.the median. For example, homes scoring above 64%, 
the median score: on· the level of restrictiveness scale, 
or above 55%, ~he median score on the level of deviation 
from normative.living scale, was rated "high" on each of 
these social dimensions and vice versa. 
Frequenc.ies were then computed for the different 
categories obta:j..ned when each of the above "descriptors" 
·were linked with the varying levels of. restrictiveness and 
deviation from normative living. For example, younge~ care-
takers were compared w~th older caretakers in relation to. 
their relative positions (llhigh" or IIlowll) on the level of 
restrictiveness .scale. In this way, we estimated the 
influence of such descriptive factor~ on the social character-
istics in the erivironment. 
It'must be remembered that we were conducting an 
exploratory survey and we expected.that our ~entative 
finding·s to be validated in subsequent studies where· the 
data collection instrument might·' be further refined and a 
7 Ibid. " pp. 111-116 and 179-184. 
8 Ibid., pp. 111-116 and 179-184 t 
.' . ~~'."':~":"' .. 
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larger sample size might also be utilized. Therefore, we 
entertained higher "levels of' significance," namely, between 
.10 and .20, than is tradi tionally allowed, for purposes of" 
hypotheses formulation and subsequent testing. Such an 
9 
approach is not unusual for an exploratory study. However, 
we only considered a relationship having a "probability of 
occurrence" between .10 and .20 for a given chi-square to 
be "significant" if there was other evidence to support 
such a finding. That is', if the data gathered in our 
, , 
observations of the homes and in interviews with staff and 
sponsors tended to supp~rt a particular relationship having 
a significance level of .10 - .20, we pl'aced such a finding 
i~ the "significant" category. In contrast, where there 
was little or no evidence to support, such a finding in which 
the chi-square value has a "probability of occurrence" 
between .10 -,.20, we did not consider such a relationship 
meaningful or "significant" in our exploratory study. 
In summary, we have taken a flexible approach in 
exploring the social environment of family care homes. A 
framew~rk _ wa~ c?:~vel~e.~~ _~~ _ ~~asure the soc?-al-_ ,~haracteristics 
of the home. The various practices in the homes were 
categorized in accordance with two d'imensions - level of 
restrictiveriess and degree of deviation from J;lormative 
9sanford Labovitz, "Criteria for selecting A Signi-
ficance Level: A Note on the Sacredness of .05," Stages 
of Social Research, Contemporary Perspectives, edite,d by, 
Dennis P. Forcese and S.tephen Richer (Englewood ,Cliffs, 
New Jersey:' Prentice-Hall, Inc., 1970), p. 325., ' 
·' ." .~ .. ' . 
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living. The impact of various IIdescriptors" on these 
social characteristics were explored. Qualitative data, 
namely i evidence gathered from sponsors'· "comments and reaC?tions. 
to events covered on the data collection instrument as well 
as material collected in interviews wi·th staff and attendance 
at staff meetings, was utilized to elaborate on the findings 
related to various items on the questionnaire and ·to provide 
clues as to the conditions or circumstances under which 
different relationships w~re found in the homes. 
In brief, this exploratory study was conducted in 
response to some present concerns about family care 
mentioned in the first chapter, and for the purpose of 
developi~g hypotheses concerning the different influences 
on the pattern 0"£ care in the home to be tested in future 
research. We hoped that s·uch a st·rategy would help to 
gain a better understanding of thi:s frontier are!;l, na~ely, 






DESCRIPTION OF THE HOMES 
Introduction 
Recently, observers of family care programs have voice4 
a great deal of skepticism concerning whether family care 
homes offer a viable al terna~ive to insti tutiona·l settings 
caring for the chronic mentally ill. Questions have been 
raised about the extent tq which the social characteristics 
of family care structures actually differ from back wards of 
state or provincial institutions serving such a patient 
population. (See chapter dealing with the nature of the 
problem.) For instance, are factors which haye long been 
associated with chronic care'settings, namely, a lack of 
demands on the client population to cope with the normal 
expectations of everyday living (level of deviation from 
normative living), and many limitations placed upon the 
individual freedom of the residents (level of restrictiveness), 
also present in family care dwellings? In order to answer 
this question, the above characteristics were explored in 
the VA family care prog.ram. 
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Summary Distributions "on the Level of Restrictiveness 
" "" and" De"gr"ee" b"fDe'V'i"a"t"ion" "from" Normat~ve . 
" L"iving" in F"andly "Care HOrn"es 
Tables 5" and 6 give" the sununary distributions on the 
level of rest"rictiveness and degree of deviation from no~ative 
living. Contrary to what has been presented in the mass media 
and some professional journals, homes differed in relation to 
each"" of the above dimensions with only a small proportion" of 
homes receiving what might be consiqered very high scores. 
There has been a" concern that family care hom~s have similar 
characteristics of chronic care wards of psychiatriq hospi"tals 
and therefore might" have very high scores on the level of 
restrictiveness and de"gree o~ deviation from normative living. 
However, only l~% of the homes scored above 80% on the level 
of restrictiveness scale and 5% of the homes fell into the 
same category on the level of deviatiqn from normative living 
scale. (See Table 5). 
The majority of home"s might be described as "somewhat" 
restrictive or "deviant" in relation to the above character"'; 
istics. The median score on the level of restrictiveness was 
64% and the median score on the degree of deviation was lower, 
namely, 55.3%. (See Table 6 ). Family care homes in the program 
tended to retain some institutional type practices such as 
".' 
controlling the physical mobility of the residents or not 
encouraging the mert to participate in the m"anagement of the 
residence. However", a good proportion of homes" employed 
practices which seemed similar to what has been cailed a 
TABLE 5 
DISTRIBUTION OF SCORES ON TaE 
LEVEL OF RESTRICTIVENESS AND 
DEGREE OF DEVIATION FROM NORMA~IVE LIVING 
.............. 
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. .. ., .... 
No. of Homes Level of Degree of Deviation 
Scoring (in " Re"strictiveness f"rom Normative Living: 
Percentages) 
:{Maximum 
Sco"r"e l"(W"%} F"requenc:i % Fr"eguenc:i % 
"Under" "40" " " 3 3.5 13 15 
""41" "-" "4"9 10 12 19 22 
so" - "5"9" " 18 21 18 21 
"6"0 
-" 69 27 32 20 24 
70" -" 79 14 16.5 11 13 
80+ 13 15 4 5 
TOTAL 85 100 85 100 
TABLE 6 
AVE:RAGES ON THE LEVEL OF RESTRICTIVE;NESS 
AND THE DEGREE OF DEVIATION FROM NORMATIVE LIVING 
(Maximum Score = 100%)" (N = 85) 
Mean S.D. Median Mode Range 
Level of Restrictiveness 63.3 13.5 64.0 66.7" 30."4-88.0 
(28 Items) 
Level of Deviation from 
Normative Living 
"(43 "Items) 
55.1 15.1 55.3 48.8 10.5-86.5 
. . . . . .. ................. ................ . .............. . 




"normal :eamily. envirorunent If •. Over thirty-seven percent of the· 
. homes scored under 50% on the .I.evel of deviation froIQ normat~ve 
living! (See Table 5 ). .That ·is, in .such ·homes residents 
were frequently encour~ged to cope with events connected· 
with everyday living. Such a finding departs from what has 
been presented previously about family care homes. 
To gain a more detailed picture of what the above 
findings signify on a day-to-day basis, we will ex·amine 
selected areas deal.ing with the above ·dimensions. Comments 
and reactions of the sponsors in relation to the events 
covered in the interview are included in our discu.ssion of 
the f~ndings dealing with various practices in the homes. We 
will begin with different areas related to the level of 
restrictiveness in the homes. 
·P·r·ac·tices Related to the Level of Restrictiveness 
Control Over Physical Movement 
To what exten·t are the physical movements of the veterans 
controlled by the sponsors? ·For example, are there specific . 
rules concerning waking-time in the morning?· Are men expected 
to be in the house at a certain· time each night? How are 
week-ends away from the ·home handled with the veterans? Are 
the men allowed to have their own keys to the house? . The manner 
in which such events are handled is direc"t;·ly related to the 
degree of restrictiveness in the homes. That is, a limit 
placed upon the mobility of the men in anyone of the above 
kind· of' activities .was r.egarded as a restrictive practice in 
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the home~ In a broader sense, such pl;'actices constitute a 
restraint on the personal freedom of the res~dents. 
Table 7 illustrates the various practices' related to 
the above areas. 
TABLE 7 
CONTROL OVER PHYSICAL MOVEMENT (5 ITEMS) 
*1. Keys are not given to the men in the homes. 
% N 
% of Homes Considered "Restrictive" 65 (55) 
% of Homes Considered "Non-Restrictive" 35 (30) 
TOTAL 100 (85) 
2. Restrictions have been established for the.men 
regarding staying out at nig~t, (i.e., there is a 
curfew. 
% N 
% of Homes Con'sidered "Restrictive" 76" (37 ) 
% of Homes Considered "Non-Restrictive" . 24 (12) 
% of Hot:nes Not Applicable (36 ) 
TOTAL 100 (85) . 
3. A check is mad.e to determine if men are in bed at night. 
% N 
% of Homes Considered "Restrictive ll 77 (44) 
% of Homes Considered "Non-Restrictive" 23 (13) . 
%. of Home~ Not Applicable, (28) . 
TOTAL 100 (85) 
4. Restrictions have been established for the men in 
regard to bedtime. 
%" N 
') 
% of Homes Considered II'Restrictive 24 (14) 
% of Homes Considered IINon-Restrictive" 76 (45). 
% of Homes Not Applicable ( 26) 







Table 7 continued. 
5. 'Restrictions have been established regarding week-end 
leaves. 
% N 
% of Homes Considered "Restrictive" 81 (58 ) 
% of Homes Considered "no~-Restrictive" 19 (14) 
% of Homes Not Applicable (13) 
TOTAL 100 (85 ) 
*OVerlapping Item with Level of Deviation from Normative 
Living. 
In 6.5% of t~e homes, men are not given a set of keys. 
Such a procedure definitely places a limitation on the 
phsyical mobility of the residents. Sponsors related in the 
~nterviews that they do not see the necessity for providing 
keys, since the doors are always left 'open or that ~hey 
(caretakers) .are home most of the time. However, for those 
residents who never leave the h9me such a pr~ctice may not 
offer much o! an incentive to move out into the community. 
Furth~rmore, for those who do leave, an arrangem,ent must .. be 
made with the sponsor in order to avoid being locked qut or 
awakening the family. In most .cases, the sponsor will stay 
up and wait for the veteran rather than give him a key to 
the house. In s·hort, the lack 'of keys represents a limitation 
on the physical movement of. the men in the program • 
..... ' . 
In addition, there are specific rules concerning weekend 
leaves ·and staying out at night in family care homes. Eighty-
one per cent of the caretakers in the program require veterans 




when they are ,returning before ,leavi~g on a weekend. In' 
several of the homes visited, 's,ponsors t'elephone the 'individual, 
or family member~ of ex-patients to determine whether in fact, ' 
the veteran ;is invi,ted to their home. Sponsors pointed out,' 
that such 'a procedure has been established in order to 
protect family or friends from unwanted visits. , 
Moreover, curfews have been established in 76% of the 
homes. That is, patients must return home each night before 
a specific time. Only on special occasions are residents 
permitted to remain out of the"home past a c:ertain hour. 
In brief, sponsors are quite restrictive in regarq to 
the physical movement of the men ,in the home. A review of 
the sponsors' co~ents and reactions made in relation to the 
above events, may provide some understanding as to why such a 
pattern of care exists in the program. 
Sponsors are quite apprehensive concerning veterans, 
moving about the community. They are fearful that the 
"wandering" ex-patient might exhibit his symptoms in public 
(e.g,', hallucinations or other bizarre manneris~s) and create 
some kind of incident as a result of such behavior. Such a 
situation might arouse negative or hostile reactions of 
neighbors or even town officials. Consequently,' social 
pressure might be exerted on 1;.he foster parents to move out 
of the area. Or, for that matter, some kind of legal action 
might be taken to force ,'.closu're of the family care residence. 
The latter circu~stance would create economic ~ardships for 
,several of ,the foster f,amilies in the program. 
. ~ 
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In other words, "resident"s "leavi~g the home may "create a 
considerable amount of anxiety for sponso"rs whose social status 
and economic stability may be dependent upon the way in which 
an ex-pat~ent behaves in the community. In short, sponsors 
may be threatened by the loss of control over the residents' 
mobility in the community. Consequently, setting up rules 
Qyer the amount of time an individual can remain outside in 
the evening, checking on a resident's whereabouts on the 
weekend, and having veterans negotiate their ieaving due to 
not having keys, provides some boundaries or limits to this 
movement and possibly discourages greater mobility of the 
residents". Such an approach may serve to ~itigate the anxiety 
felt in re"lation to not having control over various contingencies 
accompanying a resident's movement into the community. 
Con"trol Over Structuring the Day 
Are activities scheduled for the ex-pa"tients during the 
day? Are veterans allowed to remain in the home or rest during 
the day if they wish? In other words, the extent to which the 
autonomy of the residents is curtailed by requiring" them to 
attend scheduled activities was explored in relation to the 
degree of restrictiveness in the "homes." 




CONTROL OVER STRUCTURING THE DAY (1 ITEM) 
1. Sponsor takes responsibility for structuring the men's 
"day. 
% N 
% of Homes Considered ~'Restrictive" 49 (28) 
% of Homes Considered "Non-Restr;ictive" 51" (29) 
% of Homes Not Applicable (28 ) 
TOTAL 100 (85) 
Forty-nine per cent of the sponsors require the men to 
follow some kind of structured event during the day. Such a 
requirement ~ould entail attendance at the hosptial-based 
work program, visiting the VA sponsored "activity" program" 
located in the American Legion halls throughout the country, 
\ 
or a walk in the neighborhood for a specific period of time. 
In some of the homes, attendance at the hospital-based work 
program is man~atory regardless of th~ degree of partici-
pation of the residents in the activity. 
In contrast, 51% of tne homes do not require men to 
have"pla"nned"a"ctivitie"s during the day. In these homes, 
"veterans are offered the opportunity to participate in 
activities such as attending the VA sponsored social program 
or accompanying the foster father in recreational pursuits, 
but such events are not reqliired by the sponsors. 
In the former situation, sponsors reported a great deal 








day. The lack .of structure ·of the residents interferes with 
the .'sponsors' abi.li ty to· handle their household and f·amily 
responsibilities.· 
However, requesting men just to leave the home unchaper-
Qped or withqut setting limits on their time and whereabouts 
. was an unacceptable .solution to these sponsors for reasons 
previously mentioned. (See ·section on Control Ov~r Physical 
Movement). Therefore, planning and arranging activities for 
the veterans outside the home enabled these sponsors to gain 
some relief from the burden of having men remain in the home 
throughout the day and also allowed the caretakers to maintain 
some c·ontrol over the physical movement of the men. In this 
way such a practice could be viewe~ as a tension-reducing 
mechanism for these sponsors. 
In the latter .circumstance, sponsors indicated that men 
are no longer "patients" living in an institution but 
individuals residing in a home. In fact, they .argued that 
since many of the r~sidents have had their days structured for· 
them during their long stay in the hospital, it is important' . 
for them now, in their· present situation, to do as they choose. 
In short, these caretakers believed that requiring men to 
. attend a scheduled activity during the day would be insensitive 
tq their needs. 
Others, who do not maintain restrictions in this area, 
. . 
reported that they "desire" to have men around duri~g the day. 
In such homes, men are viewed as "helpers" or "companions" 
" 
since they prov~de co~pany for these. sponsors as well as 
90 
assist them in various chores - such as food shopping and 
other such tasks. The .lack of structure in such homes is 
" ," :",: ~' 
. maintained for a different purpose ~han in the situation· .. · 
mentioned above. More will be said about the needs of the 
sponsor in retation to the resident in the chapter dealing 
with the interrelationship of the "descriptors" and the 
social d~ensions in the environment. 
Control OVer Eating, Drinkihg, and Smoking 
In this area, we explored the extent to which the 
freedom of the men is curtailed in such activities as eating, 
drinking alcoholic .beverages, and smoking. That is, are the 
men allowed the opportunity to participate in the choice of 
menu at the main meal or is such a decision4making responsi-
bility controlled by the caretakers? Are there rules concern-
ing smoking and drinking in the household? If so, how and 
why are such practices implemented? . Such que·stions. were 
explored in relation·to th~ level of restrictiveness in a 
.fami1y care home. 
Table 9 demonstrates the pattern. of care in this area. 
TABLE 9 
CONTROL OVER EATING, DRINKING, AND SMOKING (4 ITEMS) 
1. Men have restrictions regarding. smoking in the house • 
. , N 
% of Homes Considered "Restrictive II 89 (71 ) 
% of Homes. Considered "Non-Restrictive ll 11 ( 9) 
% of Homes Not. Applicable ( 5) . 
TOTAL 100 (85) 
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Table 9 continued. 
2. Sponsor has control over gi.vi.ng out ~nacks·. 
% N 
% pf Homes Considered "Restrictive" 49 (37) 
% of Homes Considered· "Non-Restrictive" "51 (38) 
% of Homes Not Applicable (10) 
TOTAL 100 (85) 
3. Men are prohipited from bringing beer or liquor into 
the home. 
% N 
% of Homes Considered "Restrictive II 82 (63) 
% of Homes Considered "Non -Restr icti ve" 18 (14) 
% of Homes Not Applicable ( B) 
TOTAL 100 (85) 
*4. Men are no~ allowed to choose the main dish at the 
main meal. 
% N 
% of Homes Considered "Restrictive" 49 
% of Homes Considered "Non-Restrictive" 51 
% of Homes Not Applicable . 
TOTAL . 100 






Fifty-one per cent of the sponsors consider the wishes 
or desires of the men in planning the menus. Such indivi-
duals believed that involving the men helps to give.·them a 
sense of their own "importance", pointing out that such feelings 
need to be revived after a veteran has been institutionalized 
for a long period of·. time~ A co~sequence of such a practice has· 
been that caretakers h~ve had to exp·and th,eir repertoire of 
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dishes in order, to satisfy the' 're,quests of the men, especially 
in situations where ,each of them tcaretaker and ex-patient) 
, belong '_ to' 'different ethnic groups. For instance, one might 
observe a foster mother of Italian descent serving Jewish 
food at the main meal. In this way, sponsors have attempted 
to meet the needs of the men in regard to this activity. 
However" 49% of the sponsors do not consider the preferences 
of the men in planning'the meals. Such sponsors indicate~ that 
it would become more di'££icult to provide for the nutritional 
neees 0'£ the men if they (the residents) are allowed -to 
participate in the selection of the menus. That is, men 
would, request foods unsuitable to their physical condition 
(many of the residents are on 'restricted diets related to 
diabetes, obesity, etc.). Further, sponsors believed that 
such demands would cause some friction between themselves and 
the men, since not all r'equests could be fulfilled. Moreover, 
sponsors stated that they are unwilling or unable to spend time 
negotiating or discussing,this matter with the veterans. In 
brief, sponsors maintained 'that consulting with men about meals 
would create an unnecessary strain in,their relationship with 
the residents and interfere with the handling of other duti~s 
in connection with the caretaker and homemaker roles in the 
household. 
In terms of the 'restrictions concerning smoking, it was 
found that in 89% of the, homes, ve,terans are not allowed to 
smoke where they cannot be observed'. More specifically, in 
most cases, this means that residents cannot smoke in their 
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rooms. Such a r~gulation is ·related to the large amount·of 
medication taken by the resideritsand the fact that U\C!lny of 
the men are· withdrawn or out of contact wi.th reality. 
<:=onsequently, sponsors are fearful that uniess watched, a 
resident could fall as·leep while smoking a cigarette. In 
short, the· s~sceptibility of the ex-patients to s~ch accidents 
was the explanation.given for such a restriction in the home. 
In addition, alcohol (beer and liquor) is· forbidden in 
82% of the foster homes. Sponsors are primarily concerned 
here that permitting drinking in the home could cause a 
mental and physical deterioration in the client group. Namely, 
several of the ex-pati~nts placed in foster l).omes have had :a 
serious drinking problem prior to entering· the hospital. 
Also, as ~reviously mentioned, many residents are still quite 
seriously disturbed and/or under the influence of heavy 
tranquilizers (e.g., thorazine). Allowing drinking to oC9ur 
in such a population as the above could seriously disrupt 
their overall adjustment in the community. Consequently, a 
combination of thes~ factors has influenced sponsors to 
decide to place a ban on drinking. In this way, they hope to 
avoid having to return men to the hospital. 
In summary, sponsors are quite restrictive in relation 
to smoking and drinking in the home. Such practices seem to 
have been influe~ced by the nature of the condition of the 
men residing in the homes. However, sponsors .were evenly 
divided ih their.responses concerning whether or not to allow 
the residents to participate in the selection of the menu for 
.,. 
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the main meal. Those including the men v~ewed such involve-
ment as a ~eans of maintaini~g the dignity of the res~dents •. 
Sponsors excluding the men explained that such participation 
would make it more difficult for them to carry out their 
responsibilities in the household. 
Control Over Medica'l Care 
The extent to which residents are allowed to control 
their own medical care was explored in relation to the level 
of restrictiveness·in the homes. That is, who controls the 
dispensing of medication? How is the decision made to call a 
physician when a ve.teran is ill? Such p'ractices may provide 
some indication of the degree of restrictiveness in this area. 
Table 10 provides information on the above area. 
TABLE 10 
CONTROL OVER MEDICAL CARE (3 ITEMS) 
1. Supervision has been provided for the men in.regard 
to administrating medication. 





( 4) % of Homes Considered "Non-Rest.rictive If 
% of Homes Not Applicable ( 5)' 
TOTAL 100 . 
*2. Men are not allowed to handle their own physical 
. illness (i.e. call the doctor). 
% N 
% of ~omes Considered "Restrictive" 
% of Homes Considered "Non-Restrictive" 













T~ble 10 continued. 
3. SuperviSi,on has been' pr,ov,j.ded for the men regard~~'I 
theiX' dental care. 
% 
% of Homes Considered "Rest'rictive" 83 
% of Homes Considered "Non-Restrictive" 17 
% of Homes Not Applicable 
TOTAL 100 
* Overlapping Item with the Level of Deviation from 






Only 1% of the homes permit the residents to handle 
their own medication. This means that in 99% of the homes 
drugs are dispensed at particular times during the day, and 
checks are frequently made in o~der to ensure that the men 
have taken the prescribed medication. 
Sponsors are unwilling to "risk" allowing veterans the' 
opportuni ty to me'dicate themselves. ,Such sponsors maintain 
. .......... : .. 
that the inability of a resident to cope with such'a responsi-
bility could result in them (sponsors) having an "unmanageable" 
(uncontrollable) veteran on their hands. They are fearful 
that many of the passive, docile type of men (manageable) 
presently residing in thej,r households, if given such a ... 
responsibility, would become hostile or aggressive as a result 
of not properly handling their medication. Such individuals 
are viewed as disruptive to the overall management of the 
household. 
Therefore, the threat of disorder in the household has 
, been a major c,onsiderat:i,.on in restric,ting the residents from 
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controlli.~9 their own medication·. 
However, there is It\ore res.ident con t.rol in th:e .decision 
to call a, doctor. In 57% of the homes,· sponsors attempt to 
involve the residents in the decision to calla physician when 
they tex-patients) are ill. That is, before a doctor is 
contacted, a discussion is held wit~ the veteran concerni~g 
what to do about his condition. 
Sponsors here acknowledged that such an event could be. 
anxiety provoking for the veterans and believed that to act 
unilaterally. concerning such an important matter would be 
·insensitive to the needs of the men. Consequently, such a 
decision was made in a collaborative manner in. these homes. 
In contrast, 43% of· the sponsors do not.involve the ~en 
in ·the decision to call a doctor. Such sponsors arrange the 
appointment and in many cases escort the man to the doctor's 
office or clinic. 
Such an approach is closely related to the sponsors' 
view of their own role and their perception of the ex-patient's 
role in the homE!. These caretakers believe that individuals 
would ·not be placed in family care homes - a permanent, 
sheltered type of environment - if they were capable of handling 
such deci~ion-making responsibilities as when to contact a· 
doctor. As a consequence of this belief, they conceive of 
themselves . as .. fos-ter parents II in the orig inal meaning of. the 
term, namely, substitute parents of I~childrenll whose families 
are no longer able or wil.ling to care for them. In fact, the 




are encour~ged to call the, sponsors "mom" and "dadll • 
Consequently, ,taking an ex-pa ti:en t (child) to' a doctor is 
considered one of the many "caringll (protective)" functions 
c;:onnected with being a "parent ll • In short, whether or not 
~~~~deIl~s c;t;re c;:~p~,b~~ qr' 'shp'uld be invo.;Lved in the above 
decision has not even been an issue in these homes. 
In sum, most of the homes in the program prohibit 
residents from handling their own medication. Such an action 
may stem from the sponsors' belief that residents might be 
unable to cope with such a responsibility and as a result, 
disruptiqns might ,occur in the household. 
Further, sponsors involving residents in the decision to 
c~ll a doctor related such a practice to their concern about 
the sensitivities of the men in, this important matter. Those 
not ipcluding the men in the activity, mafntained that such 
a r~~pqns~bility is only suitable for the foster parent. 
CO'ntrol Over Persona'l Belongings 
In this area we ,explored the extent to which men are 
allowed to, decorate their own rooms. Are the men allowed to 
choose a different color for their rooms if they desire it? 
Can they buy 'or bring in their own furniture? Are they 
permitted to hang pictures where they please? In other words, 
are the veterans I preferenc'es considered when their rooms 'are 
'furnished? Such activities were examined in connection with 
the 'level of restrictiveness in the homes. 
Tabl~ 11 c,overs the activities d,ea1ing with this area. , 





CONTROL OVER PERSONAL BELONGINGS~",{lj",ITEM) 
. . . . . . ".'" . " .. '. " " • '. " • ", .• '. :.\" o(: .. ::.:;~ .. ;.?.~""::: ;, ',. . 
~ ~.::-.~O~·:.:~· .... 
*1. Men are not allQwed to decorate, thei,r,., 9W~;, .. J;'q,oms • 
. :' . ' .... '.' "':' '~:': '"':: 
;,', : ':': 'fI" N 
% of Homes Considered "Restrictive" 6~ (41) 
% of Homes Considered "Non-Restrictive" 39 (26) 
% of Homes Not Applicable (18) 
, TOTAL' 100 (85) 
*Overlapping Item with the Level' of Deviation fr'om 
Normative Living Scale. 
Sixty-one per cent of the sponsors do not permit the 
men to decorate their own rooms. Such sponsors place a high 
value on the decor in their homes. They indicated that they 
spend a" great deal of monE'~y and time in fixing up their homes 
and felt that non-related individuals (i~e., ex-patients) 
living in the household should not have decisio~-making power 
~n such an important matter. In short, these caretakers 
viewed such a IIright" as being only for appropriate family' 
members. 
On, the other hand, 39% of the sponSors allowed veterans 
the opportunity to ,state their desires in relation to decorat-
ing their own rooms. In these homes, ex-patients ~articipated 
in such: activities as selecting the color scheme, for their room 
and buy~ng furniture. Also, there are no regulations as far as 
ma~ntaining personal belongings, in the rooms such as television 
,sets, radios, and so on • 
. ',' .) .. ' . 
~ .,' '. ~ " . " " 
j 
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These caretake~s have a Qi.t~erent ~ttitude toward the 
men in relation to' this event tban those ""'sponsors mentioned 
above. Such individuals believed that pat'ients should be 
treated as members of the family. They pointed out t~at 
q~nying the residents the opportunity to state their 
preferences in rel~tion to the decoration for their rooms 
would be inconsistent with the above viewpoint since related 
family members are allowed such a privilege. 
In ~eneral, it seems'that those sponsors'who perceive 
veterans as members of the family find practices associated 
with a high degree 'of restrictiveness incompatible with this 
perception of the men. More will be said about thi$' later 
in the study. 
We will now turn tg some of the areas covered in the 
level of deviation from normative living scale to gain some 
understanding of how and why such practices are employed in 
the homes. 
Practices Related to the Level of Deviation 
'from' Nortna't i 'VeLi v"ing 
Expectations in Regard to Handling Everyday Events 
To ascertain the level of deviation frO~l normative 
living in the area dealing with everyday activities, sponsors 
were requested to comment on a variety of tasks such as 
clothes buying, budgetting, cleaning their rooms, household 
chores, and other such functions. 
Table ;,12 provides evidence dealing with ~ variety of 




EXPECTATIONS IN REGARD TO HANDLING EVERYDAY EVENTS (12. ITEMS) 
... ' . ! . . . . ..... . 
1. Sponsor does not encourage the' men to participate in 
television watching. 
% of Homes Considered "Deviant" 
% of Homes Considered "Non-Deviant" 










2. Men are not encouraged to handle recreational events 
in an independent fashion.-
% of Homes Considered "Deviant" 
% of· Homes Considered "Non-Deviant" 










3. Men are not encouraged to shop for their own clothes. 
% of Homes Considered "Deviant" 
% ·of Homes Considered "Non-Deviant" 










4. Men are not encouraged to become involved in household 
. chores. 
% N 
% 'of Homes Considered "Deviant" 25 (20 ) 
% of Homes Considered "Non-Deviant II 75 (60) 
% 'of Homes Not Applic~ble -. ( 5) . 
TOTAL 100 (85) 
"loi 
Table 12 continued. 
5. Men are not encouraged to" b.ecorq.e" "involved with "" 
perfor.mi~g errands. 
% N 
% of Homes Considered "Deviant" 25 (20) 
% of Homes Considered "Non-Deviant" 75 (59) " 
% of Homes Not Applicable" " "(" ""6) " 
TOTAL 100 (85) 
6. Sponsor does not encourage the men to stay out of bed 
throughout the day. " 
% of Home~ Considered "Deviant" 









7. Men are not encouraged to sleep later in the morning 
if they desire. 
% of Homes Consi"dered "Deviant" 









8. Men are not encouraged to awaken themselves in the 
morning. 
% N 
% of Homes Considered "Deviant" 86 (40) 
% o~ Homes Considered "Non-Deviant" 14 C:~O ) 
% of Homes Not Applicable ~ (3.5) 
--
-:-
TOTAL 100 (85) 
"*9. M~n are not encouraged to participate in food shopping. 
" % N 
% of Homes Considered "Deviant" 52 (43) 
% of Homes Considered "Non-Deviant" ""48 "(39) 
% of" Homes Not Applicable " "1.2l 





Table 12 continued. 
*io. Men are 'not encquraged to' become involved with 'doing 
their own laundry.' 
% ·.N 
% of Homes Considered "Deviant" 62 (46.) 
% of Homes Considered "Non-Deviant II 38 (28) 
% of Homes Not applicable . '("11) 
, 
TOTAL 100 (85) 
*11. Men are' not encouraged to b.ecome involved with keeping 
their room tidy. 
% N 
".% of Homes Considered II Deviantll 26 (20) 
% of Homes Considered."Non-Deviant" 74 (58) 
% of Homes Not Applicable ( 7) 
TOTAL ·100 (85 ). 
·12. Men are.not encouraged to budget their own money. 
% of Homes Considered "Deviant" . 
% of Homes Considered "Non-Deviant" 











* overiapping Items with the Level of Restrictiveness Scale. 
.. _------ -
Regarding the buying of one's own clothes, in 79% of the 
homes ex-pati.ents are not expected to handle such a responsi-
bility. Sponsors, or· in som~ cases, relatives of the men,. 
l1andle s'uch a functiqn. for .the men. Residents are advised 
about their clothing needs an~ f~equently accompanied.to.the 




A similar situation exists. concerni~g bu~getti~g. 
Severity-eight per cent of the ·s.ponso·r·s do not expect ·thE;! 
~~sid~nts to cope with their own funds. Caretakers supervise 
the men in the handling of their allotments and in many hom~s, 
sponsors retain the money and distribute an allowance to the 
veterans. 
There is the concer.n here about ex-patients being "easy 
marks" for various entrepreneurs in the community. That is, 
veterans could easily be "ripped off" or exploited due to their 
severe psychopatho].ogy. Such unscrupulous sto.re keepers 
could easily overcharge the residents, give them incqrrect 
change, or sell them poor quality merchandise. Therefore, in 
order to protect the residents from being manipulated into 
dissipating their funds, such activities as budgetting and 
buying clothes are 'primarily handled by the sponsors. 
\ 
Another argument made by the caretakers is that ex-patients, 
having peen in institutions for several.years, where decision-
making opportu~ities are quite limited, are ill-equipped to 
deal with such res~onsibilities as the buying of clothes and 
budgetting their funds. In fact, to encourage change, in the 
viewpoing to these sponsors, might be detrimental to the 
residents', mental qondition~' Such an approach would create 
pressures' which the men would be unable to cope with, and 
cause conflict and·tension among the ex-patients as well as 
between residents and caretakers. Under such circumstances 
patients might become belligerent, .hostile, infantile, or. 
even decompensate (i.e., become ove.rly psychotic), and might· 
!: . 
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need or want to leave the home or return to the hospital. In 
short, in the opinion of these "sponso"rs," atte~p"ting to maintain 
expectations "in "such activiti~s m~ght have a disruptive"" 
eff~ct on the resident population and create management 
problems in the household. 
In contrast," sponsors expect residents to handle every-
day responsibilities which take place in the home environment. 
"Seventy-four per cent of the caretakers encourage the men "to 
take care of their own rooms, namely, make the beds, put 
their own "clothes away, and in several of the homes, dust the 
furniture. seventy-five per cent of the home$ expect residents 
to take responsibility for handl~ng household chores such as 
taki~g out the garbage, washing dishes, and" watering the 
garden. 
Sponsors are less fearful of making these demands since 
these duties are implemented within the confines of the fos~er 
home. Since residents can be observed in the performance of 
these fu~ctions, they"are still in effect under the supervision 
and control of the sponsors. In ~ddition, since the duties 
ex-patients are expected to perform are m~nim~l ones, sponsors 
do not believe that such demands overtax the" coping capacities 
of the veterans. ~n fact, foster parents report that ex-patients 
are quite s~tisfied"with" themselves in being able to handle 
the above chores. 
Expe"c"t"a tio"ns" In" Re"g"ard TO" P"aj:·"t"i"cipa"t"i,n"g"" in So"cia"!" A"c"tivi"ti"es" 
Wi"th" "the" F"airli"l 
"y 














activities in which ex-patients are expected to interact with 
th~ fami~¥. Fo~ ex~ple, what type of social activities are 
~eemed suitable for resident participation? Are residents . 
expe~ted to take part in activities such as card playing in 
·the home? Are the men regularly invited to join in when 
relatives or friends visit the home? What about attending 
special occasions such as weddings? Vacations? In short, to 
what extent are residents expected to become integrated ·into 
the family l~fe of the home? 
Such information was considered to be valuable not oniy 
in respect to furth~ring the knowledge base of family care but 
also important in providing some indication about the "quality 
of life" for :those who remaii) ·permanently in foster care b,omes. 
The ·following table illustrates the kind of practices 
dealing with the dimensional area. 
TABLE 13 
EXPECTATIONS IN REGARD TO PARTICIPATING IN 
SOCIAL ACTIVITIES WITli THE· FAMILY (13 I~EMS). 
<. • 
1. Sponsor and the men do no·t share the main meal at the 
same time and place. 
% of Homes Considered "Deviant" 












· .. ':.' 
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, Table 13 continued. 
, , 
2. Gift giving is not an activity' which 'is encour~ged in 
, the h.ome. 
% 'N 
% of Homes Considered IIDeviant" 8 ( 7) 
% of Homes Considered ",Non-Deviant" ' , '92 ' '(7'8) 
TOTAL 100 (85) 
3. Sponsor does not watch television with the men. 
% of Homes Considered "Deviant" 
% of Homes Considered "Non-Deviant" 










4. Sponsor does not attempt to involve the men in card 
',playing or other games. 
% N 
% of Homes 'Considered "Deviant" 18 (12) 
% of Homes Considered "Non-Deviant" 82 ( 53) 
% of Homes Not App 1 iCa):) Ie (20) 
TOTAL 100 (85) 
5. Sponsor ,does,not attempt to involve the, men in eating 
out or going to the movies. 
6. 
% of Homes Considered "Deviant" 
-%--of' Homes-''Con-sTdered "Non':'Oevl.ant i ' 
% of Homes Not Applicable 
, TOTAL 
Men are not encouraged to attend church 
the fa,mi1y. 
% of Homes Considered "Deviant" 
% o'f Homes Considered "Non-Deviant" 










19 ( 9) 
81 (39) 










Table 13 continued., 
7. Birthdays are not acknowle~ged in the home. 
% of Homes Considered "Deviant" 
% of Homes Considered "Non-Deviant" 






100 " (85) 
8. Men are not included when sponsor visits relatives 'a~d 
friends outside the home. 
% N 
% of Homes Considered "Deviant" 31 (25) 
% 0:(: Homes Conside'red "Non-Deviant" 69 (56) 
% of Homes Not Applicable 
.L!L 
TOTAL' 100 (85) 
9. Men are not included when relatives and friends visit' 
the ,sponsor inside the, home. ' 
% N 
% of Homes Considered "Deviant" 12 (10) 
% of Homes Considered ~Non-Deviant" 88 (74) 
% of Homes Not Applicable 
.Lll 
TOTAL 100 (85) 
10. Men are not encouraged to take part in speci,al fu'nctions' 
such as weddings. 
% N 
% of Homes Considered "Deviant" 4S (32) 
% of Homes Considered "Non-Deviant" 55 (39) 
% of Homes Not Applicable (14) 
TOTAL 100 (85) 
11. Men are not e~cour~ged to take part in picnics with t;he 
sponsor1s family. 
' % 'N 
% of Homes Considered "Deviant" 21 (14) 
% of Homes Considered "Non-Deviant" 79 (52) 
% of, Homes Not Applicable '(19) 
--













Table 13 continued. 
12. Men: are not encouraged to, take 'part 'in vacations with 
the 'sponsor's famil~. 
% 
-- N 
% of Homes Considered "Deviant" 57 (37 ) 
% of Homes Considered "Non-Deviant" 43 (28) 
% of Homes Not Applicable ' '("2'P) 
TOTAL 100 (85 ) 
13. Men are not encouraged to partake in current event 
discussions. 
% N 
% of Homes Considered "Deviant" 









One might suspect that since ex-patients are no~ enqouraged 
to handle everyday responsibilities such as laundry, clothes 
buying, and budgetting in many of the homes in the 'program, 
" that similar expectations would exist in regard to coping with 
social events in the home. On the contrary, sponsors are 
attempting to include the residents in socialactiyities in 
--the-,homes-.Forexample" 8,8,%, of the sponsors" expe'ct 're'sidents 
to join in when family or friends visit the 'foster home. 
'Moreover, 82% of the sponsors invite ,veterans to participate 
, in card games or a similar type of event in the home. Furthe~­
more, 80% of the ho~es encour~ge veterans to partake in current' 
events discussions in the homes. And finally, 89% of the 
sponsors celebrate the birthdays of the ex-patients, another 









Sponsors reported a great deal of satisfaction with 
~esident part·icipation in some of th:e above events.· Th~y 
indicated that .such involvement has enabled residents to 
r~new or maintain their interest in such matters as current 
even ts in a,ddi tion ·to providing them wi th opportuni ties to 
improve communication skills such as attending, listening, 
. ./ 
responding, etc. They pointed out that many ex-patients living 
in family care homes are.either too timid or withdrawn to 
·initiate contact on their own or outside of the structured 
event such as card p~aying. Consequently, expecting the ex-
patients to take part in some of the above events h~s given 
some of the residents the requisite support and structure to 
learn and test o~t a variety of social skills necessary to 
initiate so~ial.relationships. 
However, sponsors are more reluctant to involve ~x-patients 
in activities occurring outside the home. For example, 31% of 
the sponsors do not include residents when visiting with 
friends and relatives outside the home environment. ·Further, 
45%· of the sponsors do not expect the men to join them at 
weddings and\other special occasions. In· addition, 57% of 
:.' 
. the caretakers do not ask the men along when.··they go on vacations. 
Sponsor.s who .resist such involvement reported that barriers 
must be established· between themselves and the residents in 
order for them to function adequately as caretakers. They 
.. commented that their own need to maintain some privacy with 
.;, 
their immediate family, away from the men, preclude~ their 
involving thE! men in some of· the above a'ctivi ties. 
110· 
On the other han.d, sponsors who include the men in su~l'l . 
functions maintain that such boundaries' as ·those 'mention~d 
above are· indicative 'of a distinction bei~g made 'between 
related family (non-patients) and residen'ts 'in the home.' 
They. pointed out t.hat such an attitude does' not exist in 
their homes since all patients 'are considered a part of 
their immediate family. Conse'quently, separating out ·the 
residents from such activities as weddi~gs, or vacations 
~ould be contrary to the ~alue~ and beliefs h~ld by these 
sponsors in relation to patient care. 
Summary 
The materi,a.l presented in this chclpte'r has identified 
a variety of practices related to the d~gree of restrictive-
ness and the level of .... deviation from normative living ·in 
family care homes. C~rtain restrictive practices 'in such 
areas as the physical movement of the residents, dispensing 
of .medication and structuring the day as well as some 
"deviant" practices, for example,' not encouraging the veterans' 
.' . 
to handle their own money or to buy the'il';'" own clothes remind 
one of a custodial care type of setti~g. However, in other 
areas such as the participation pf residents in social events 
with the family, activities connected with the 'level of 
. ':;' 
deviation from no?=mat.ive living, ,the 'foster' homes' seem 
similar to a home environment. That 'is why, perhaps, there 
has been much confusion about whether family care homes are 
..... 
11)., • in effect an institutional type of arra~gement or a fam~l~al 
type of s~"tting for the mentally ill. In short, "family 
care structures cannot be easily "classified in either of 
the above categories. 
However, when "we examine some of the possible "facto"rs 
accompanying such practices, namely the nature of the client 
population, community attitudes, ?ind the stres"ses and 
strains of the sponsor role, in other words, the "cross-
pressures"l on the sponsor, the "nature of the "family care 
environment becomes more comprehensible." "For example," the 
psychopathological condition of the residents in many homes 
may re"quire certain J...imi ts to" be set in the area of drinking 
and smoking. Further, the" response "of the community in 
relation to ex-ment~l patients residing in a res"idential 
area, may inhibit the "caretakers in allowing greater freedom 
outside the home. Furthermore, the pressure on the sponsors 
in having to attend to the needs of ex-patients as well as 
their immediate" family may cause them to place residents 
in a structured act~vity during the day. 
There seems to be a distinction made in relation to the 
way events are dealt with outside the home versus inside the 
"setting. Sponsors appear to be more tolerant of residents 
in home-based activities such as bedtime and television 
watching t.han in community-relevant activit"ies such" as week-
end ,leaves. SUdh events are associated with the level of 
llo~orris Rosenberg, The Lo"g"i"c" of" "Survey Analysis, (New 
York: Basic Books, tnc., 1968), p. "189. 
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restrictiveness in the homes. 
We may hypothecate th.at sponsors attempt to. control· 
the movement of residents in the community in orde~ to 
maintain a low degree of. ·awareness among community menibers 
regarding the existence of a family care residence." They 
were concerned about the disruptive·effects on the neighbors 
in respect to mingling with "former psychiatric patients. 
"Sponsors were fearful that the community would respond to" 
the residence in an antagqnistic manner by finding some·· 
pretext such as a violation of a zoning ordinance "to force 
them to reduce the number of ex-patients residing in the " 
dwelling or worse. 'l'herefore, there "is some evidence for 
exploring further the attitude of the cornmunity in relation 
~o the level of restrictiveness iIi the homes· • 
• . . " ' .. 





MEASURING THE PATTERN OF CARE 
IN FMULY CARE HOMES 
_Relationship Between the Level of Restrictiveness 
and Deg·ree of Deviation froI!l. Normative Living 
.. , 
In analyzing the findings, our first concern was to 
explore whether or .not a typology of family care homes could 
be constructed based upon the cumulative findings dealing 
with the level of restrictiveness and degree of deviation 
from normative living. The question was whether a typology 
of family care homes could be established by combining 
similar levels of restricti.veness and deviation from normative 
living in order to identify the different "types" of sett;·ings 
existing in the program. Hypothetically, homes· scoring "high" 
on the level of restrictiveness scale and "high" on the level 
of· deviation from n9rma~ive living scale would comprise a 
specific "type" of·dwelling, "moderately restrictive" and 
moderately "deviant" homes would be considered another "type" 
of se·tting, and so on. 
We expected to utilize such a typology as ·the above to 
~ 
e~amine the impact of the various descriptive· characteristics 
of the homes, namely, the number of men in the ho~e, the age 
.of the foster parent, sponsor's l~ngth of time in the program 
li4 
and the number of family member$ ~n the dwelli~g, on the 
pattern of care in t·he res·idence. I·n other words, the 
different "types" of settings would be linked (cross-tabulated) 
with each of the above descriptors to ascertain the influence 
of the latter· variables on the social environment in family 
care homes. 
Therefore,. to develop a typology of homes, it was first 
necessary to ascertain whether or not there was a symmetrical 
relationship between the level of restrictiveness· and degree 
of deviation from normative living. l A correlation coefficient 
was computed ·between the level of restrictiveness and degr~e 
of devi~tion from normative living in order to de~ermine 
whether there was in fact,· an interdependency between these 
two variables. 
In spite of an overlap on some of the items on the two 
scales, a low correlation was found between the level of 
restrictiveness and degree of deviation from normative living 
(Pearson Correlation Coeffeicient .22 p < .05). In fact, 
when we controlled f·or the overlap on the two scales, the 
This seems to indicate that the two dimensions operate 
'-.. 
independently in. family care homes. Namely, the number of 
controls placed·upon the men in the home may have little to 
do with the degree of expectations m~de upon them. For 
lMorris Rosenberg, The Lo·g·ic· o·f· Survey· Analysis (New. 







example, the fact. that $ponsors· m~ght be, :CJ\1.ite restrictive 
.. " .. ~. -: 
in regard to such ·actiVities as stayi·ng .. Qu.t,. ·at night, week-
I : ~: ~:' • 
end leaves, and structur.ing the day (hig~, ... ~.~vel of restr . 
. . '.::: ... : ... ': ~ 
iveness) might not· prevent t.hem from en.cQ~.~~.9,ing the meni 
. . (. .. ,: i", ' '; ,,~. . 
handle qr participate in such everyday f!!v'~ .. ~ .. :t;.~ .as taking 
. '. ~ :.;..~ ... :: " 
the garbage, cleaning the rooms, washing ·.the; .. d.ishes, and 
. ,,'.;"; . . ,:,.i!.:., . 
" ,'-.' 
attending various social functions with me..~~.;-,!? .of the 
' ... :: . : ~:: .. }~ ... 
such as weddings, ~nd visiting relatives· .a~~:j ,~r:,;~~nds. 
As we will explore later in this study,." .. tJle different 
: . ,':', .: : I: ; ~ 
contingencies w1;lich may affect the ·sponsor :i,~. r~l:.a:!:.iQn to 
caring for the men may· result in an environm~nt where there 
is a lack of consistency in ·relation to practices dealing 
with lev~l of restr·ictiveness and degree of deviation from 
normative living. 
However, the above finding immediately raises questions 
about the adequacy 'of the data collection instrument, namely 
the reliability and validity of the measures used to estimate 
the level of restrictiveness and degree of deviation from 
normative living. Since we have dealt with the measurement 
procedu~es elsewhere in this study, we will not pursue a 
lengthy discussion here. 
and Methodo.logy") ' .. 
(See Chapter IV "Research Desigl) 
Regarding the validity of the.measures, we pompared 
the cumulative find~ngs of the le·vel of restrictiveness 
scale and d~gree of deviation from normative living scale 
in a select group of homes, (namely, those which the staff 
were familiar with) with the impressions of the ·social 
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workers who regularly visited the dwellings to ascertain 
whether the findings were congruent with the staff's 
observation of ·the pattern .of car~ in these homes. For the 
most part, the overall findings on each of the homes were in 
agreement with the perceptions of·the social wo~kers. For 
example, a home which scored "high" on the level of restrictive-
n~ss· scale was also considered "strict" by the social worker 
who visi·ted the home. Namely, the latter agreed that sllch 
a sponsor was very controlling toward the men in the home. 
In contrast, a home which scored "low" on the ·level· of 
,-
deviat~on from normative living scale was also viewed as 
"rehabilitative" by the social work~r involved, since the 
sponsor encouraged the .men·to become more independent in 
handling everyday res~onsib~lities •. 
In short, lacking better determinants of validity (see 
chapter on research design), it was necessary to rely on 
·the glol?al "impressions" of the staff to ascertain the 
validity of the scales. 2 Such an e.stimate seemed ·to support 
the procedures used to detect the level of restrictiveness 
2 In the beginning phase of th~ study, we attempted to 
ascertain from the social workers a rating for each of the 
items covered on the level of restric;:tivene·ss and deviation 
from normative living scale. However, since many of the 
workers were unfamiliar with different events covered on 
the questionnaire in relation to homes in their caseloads , 
we could not utilize such a procedure to v.alidate differences· 
among the homes in ~e program. 
· .... b.'·!:!."~,?:--'~""' ... 
11J 
Concerni~g the issue of· reliability, as mentioned 
previously, .the split-half metho.d was· ·utilized to est·imate 
the ~eliability of the level of restrictiveness scale ·and 
degree of deviation from normative living scale. .Consequently,· 
we .foundthat the correlation coefficient of the level of 
restrictiveness scale and the degree of deviation from· 
normative living scale to be .46 and .77 respectively,. Such 
reliability estimates may not be unusual if we consider·the 
fact that this was the first time ·this particular instrument 
was used. 3. 
Since we were conducting an exploratory-descriptive. 
study, we considered the above estimates to be adequate for 
our purposes. However, the data collection instrument might 
be refined· in later studies, especially where such research 
might have important policy implications for family care 
programs. Such a project might entail linking the social 
characteristics of the environment, ·naInely the· level of 
restrictiveness. and degree of deviation from normative living 
with specific outcome measures such as patient change or 
patient ·satisfaction. Onder such circumstances, it would be 
desirable to improve the reliability of the two scales. 
Since no major deficiencies were found in our measuring 
.instrument, we turned· to other factors ·in order to explain the 
3 Jum c. Nunnally, Psychom~tric Th·eory·, (New York: 
McGraw-Hill Book·Company~. 19h7), p. 226. 
118 
lack of correlation between the .level of restrictiveness and 
degree of deviation from normative livi~·g.. To interpret the 
findings, we r.ev!,ew:ed data gather·ed duri~g a two year period 
of time, which included obse·rvations of homes, attendance at· 
staff meetings, examination of correspondence and memos in 
relation to the admini·stration of the program, interviews 
with hospital administrators, and informal discussions with 
staff. We.also investigated research studies of a similar 
nature, namely where an estimate was made of the pattern of 
care i~ settings dealing with a dependent population such as 
halfway houses and homes for the aged. Such a search procedure 
was necessary in order to identify which.factor(s) m~y 
account for the way in which homes are operated. 
Based upon the data gathered· and our survey of the 
literature, we maintain that the lack of consistency in the 
direction between the level of restrictivenes·s and degree of 
deviation from normative living in family care homes may be 
related ·to the type of admini~trative structure in the program 
.". . . . 
and the kind of linkage existing between the sponsoring· 
organization (the hospital) and the primary group (the family 
care home) • 
The above explanation may be understood more clearly 
if. we examine the above dimensions, namely level of restrict-· 
iveness and degree of deviation from normative living and the 
type of administrative structure in another treatment setting 
such as a hal fway h.ouse and cC?lYIpare such a s i t~B: tion wi t..ll 
th~ typ~ of .organization~l str~cture and kind of practices 
.; . 
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. existing ;L.n the fClIt\ily care pr~g;ram. 
As mentioned in a previous. chaJ;>ter, Apte, in h.i~ ~t~g.y 
of halfway houses used similar characteristics as the above.' . 
to determine the overall pattern of car'e' in such an env"iron-
mente That is, he measured practices dealing with matters 
connected with the personal freedom of the clients (level of 
restrictiveness) and areas concerned with "expectations-
responsibilities" of the residents (level of deviation from 
nQrmative living). (See chapter dealing with ·relevant 
research.) In our present study, we changed the name of the 
latter dimension because we explored areas in the family care 
home not covered by Apte in" his data collection instrument 
such as resident's' participation in family activities. (See 
chapter on method·ology.) 
The above researcher found a positive correlation 
between the level of restrictiveness and the degree of 
"responsibility·~:xpectati.ons\~ in h.a,l~way houses.~ He combined 
these facto.rs to construct a typo~ogy of. halfway houses." "" He 
was able to i.dentify four "types" of houses calling "Type I" 
a "Permissive Halfway House" and "Type IV" a "Restrictive 
Halfway House. ;.4 
What is important to note is that in this type of 
setting, namely, halfway, houses", the sponsoring organization 
such.as the hospital, "Local Authority" (public agency), or 
4Robert Z. Apte,' Halfway" Houses' - A'New'Di1emma 1n 
Institutional" Care," "Occasional Papers on Social Admini-
stration" No. 27; (London: G. Bell & Sons, Ltc;1., 19.68), p. 78. 
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the voluntary ass.ociation se'ems to r.etain some degr~e of' 
influence or control over the 'overall man~gement of' the 
structure. Although the degree of supervision differs in 
accordance with the sponsoring ~gency, ~~ch an administrative 
arrangeme~t may help to ensure 'that practices employed by 
the "wardens" (staff) are representative of the policies or 
1 f h ab ' t' 5 va ues 0 t e ove organ~za 10n • 
. For example, the social characteristics of the "hospital-
sponsored hostels" which are administered as extensions of the 
hospital, appear to be very similar :to those in the institutional 
setting. Apte described such a situation: 
For the three hospital-sponsored hostels (halfway . 
houses) the administrative lines run from the medical 
superintendant through the nursing department to the 
charge nurse or. sister, who is directly responsible 
for the hostel. There is either a chief matron or 
chief male nurse who supervises the charge nurse, but 
the latter may' deal directly with the sp~cialist from 
·the various hospital departments. Far from being 
innovative, th~ hostels in this group are administered 
as if they were additional wards~ and operate as an 
integral part of the hospital system. Pe~paps because 
of this,. the formation of the social environment into 
something .uniquely different from the hospital 6 
environment has been most difficult to accomplish. 
On the other hand, the "wardens" in the halfway houses 
-. -- ---- - - - ---- -- --
manage-d-by the v6ftintary associations are permitted more 
autonomy in ministering to the needs of .the residents. However, 
procedures have been established which seem to enable the 
5Ibid~, pp •. 4],. 43. 
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spon$or~~g organiz~tion to ~onito~ or influence the behavior 
"" 7 
of staff in such settings. 
A}?te concluded: 
"The administrative aspects of a hostel are vitally 
important since the administrators are responsible for 
formulating and implementing policies of rehabilitation. 
It "is clear that the type of sponsoring has affected 
the administra"tive structure of the halfway house, 
and this in turn has had its effects on the day-to-day " 
functioning. '8 " 
What we can draw out from the above circumstance is that 
administrative structure of halfw~y houses "appears to be 
devised so that practices impl"~ented by staff are consistent 
with the pol~cies or goals of the sponsoring organization. 
In such a situat"ion, "external influences, ~amelYI factors 
unrelated to organizational goals such "as the personal 
characteristics or qualities of staff may not be allowed to 
interfere or are reduced in relation to caring for ex-patients. 
How a staff member decides to deal 'with a resident may.be 
more related to "the goals of the or"ganization" than his" per-
sonal preferences (or prejudices). Consequently, "backgr"ound 
factors such as age of the supervisor '" previous employment" 
length of time in the program~ etc., may be less important 
. 
variables in regard' ~o the pattern of" care in these setting~. 
Therefore, it may not be surprising that Apte found that 
a"n interdependency existed between th'e level of "re~ponsibility-
7 Ibid., p. 42. 
8Ib"id"~" pp. 42-43." 
" , 






expectations" and level of' restr~ictiveness in h~lfway homes. 
That is, .events confronting the staff' may be dealt wi·th in 
some overall unitorm or consistent manner in such settings 
since the sponsoring organization maintains some control over 
the providers of care. 
In contrast, the lack of an association between these 
similar dimensions in family care homes may ·stem from the 
fact that unlike halfway houses ~tudied by Apte, the sponsor-
ing organization' (Veterans Administration hospital) of the 
family care program seems to exercise little influence' over 
the primary group setting (the family care residences). 
Family care homes are not an integral part of the 
administrative structure of the Veterans Administration 
hospital. They are perceived by the VA facility as a private 
arrangement between the discharged patient and the caretaker 
'and thus treated as autonomous units. 
More specif,ically, the sponsor!? have the right to .. decide 
whether or not to admit an ex-patient into their home or 
remove' ··a resident from the premises. (See Setting Chapter) . 
They also have the privilege of deciding how to deal with 
events relating to patient care in such everyday activi.ties 
.' 
.as sleeping, eating, household chores, and personal hygiene. 
The· hospital attempts to influence the pattern of care 
in the homes by assigning staff members 'to supervis.e and' 
"consul, t'" with. the caretakers around day-to-day' problems 
ari,si~g in the care of the vete.rans. Suchan employee ~more 
often 'than not a a.A level so'cial worker who is called a social' 
.;.:. 
•••••• • ~:,... •• ~ ... ", ....... ,t,I; •• ::""'-••• •• 
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work associatel visits the.home 'on a r~gular basis such as 
every two weeks.' 
The worker ·ha·s the function of inspecting the social 
environment of the home to determine whether or not such a 
horne is a suitable placement for the veterans. That is, the 
social worker checks on the condition of the men to determine 
whether they are properly fed, clothed, and in general 
receive "humane care" from the sponsors. 
If the' horne·' is deemed unsuitable by the staff member, 
he(she) can only persuade the ex-patients to leave on a 
voluntary basis,' since family care. homes' are considered to be 
a private arrangement between the ex-patient and the' sponsor. 
However, . since the hospi~al controls the recruitment 
to the homes, the worker can stern the flow of referrals to a 
horne. which does not meet its' standards.. That is, the communi'ty 
worker may remove a home from its "approved list," and patients 
will no longer be referred to a dwelling. 
The above situation happens infrequently in the program 
and in such cases, sponsors have still been able to maintain' 
their homes in spite of being removed from the "approved list." 
Residents in such homes usually opt to remain in the setting 
since changing quar·ters for them is more threatening than 
living in poor surroundings. Also spons.ors may still receive 
referrals informally by members of the hospital staff. That· 
.' is, the community bo.ard which has the responsibility to place. 
all discharged patients ma¥ not be able to loc;::ate a home for 




previous history of a patient,· :such ·as .alcoho~ism or sexual 
perversion. Under such circumstance·s a worker may need to 
turn to the. "unapproved listll of homes in order to finq a 
home for such a patient before he leaves the hospital • 
. , 
In spite of the·mitigati~g.factors accompanying the 
loss of referrals, sponsors are still fearful of such a 
sanction being· imposed on them. That is, just the possibility 
of losing residents poses a real threat to these caretakers. 
. . 
Since most sponsors are economically dependent on the income 
r~.ceived by the ex-patients (.i.e. patients pay: fees directly 
to the sponsors usually ou~ of their ·disability pension~ 
unless they are declared "incompetent"·) (See "Setting" chapter) 
the loss of such in90me may create an economic nardship for 
such individuals. 
At the same time, social work associates are expected 
to assist the ca~etakers in dealing with the day-to-day 
problems arising in the care of the veterans. The purpose 
of such a function is to help the caretakers provide the ki~d 
of setting which will contribute to the "rehabilitation" .of 
the ex-patients. In theory, social workers are expected to 
. -
work closely·~ith sponsors who ar~ considered members of the 
"treatment teamll.in order to help the clients fulfill their. 
:' 
po.tentiali ties. I'n other words, social workers are expected 
to enabl~ the spon~ors to dev~lop the kind of structure which 
will ~elp improve the level of functionj,ng of the ex-patients 
living i:n tbe .home. 
1ZS 
However, in practice, .sponsors did not view the visit 
by social workers as an opportunity to collaborate with ·sucn 
individuals in improving th.e social· functioning of residents 
in the environment. Unless there was a crisis situation such 
as assisting the sponsors in rehospi tali zing a troubles·"me 
ex-patient, or the sponsor needed help in acquiring concrete 
resources s~ch as money, clothes, etc., the soci~l workers 
did not seem to be included in decisions regarding day-to-day 
problems arising in the care of ex-patients. 
Sponsors. seemed to prefer for the most part, to rely on 
their. own '1 common sense" or life experiences in dealing with 
everyday problems cqnnected with managing. the home rather 
than seek the advice or counsel of community care staff. 
For:many of these sponsors, maintaining a distant relationship 
with staff may have· served as a means of protecting their 
economic investment, namely, to guard against the loss of 
referrals, thereby contributing to a feeling of security in 
such individuals. 
The decentralized manner in which family care homes 
are -adm1nistered and the high degree of social distance 
between staff and sponsors may create a situa·tion where the 
sponsoring organization has little influence over the family 
care environment. As a result, events related to the level 
of restrictiveness and deg~ee of deviation from normative 
living may be dealt with in a more non-uniform manner than 
in other settings where the sponsori~g organization maintains 
some influence over the treatment. se·tting (descriped earlier 
" ~ . 
... 
.. . ' 
,'. : 
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in this ch.apter.) 
Decl.sions Irlade by the 'sponsor conce'rni~g how ·to· deal 
wi tJ;l. various 'acti vi ties such as sleepi~g ,. eating, .waking, 
dressing, etc., seem to rest more heavily on the "common 
. sense" of the sponsor rather than the established guidelines 
of the sponsoring ·organization. Such variables as the prior 
.work experience of the sponsor, age of the caretakers, 1eng·tp· 
of time in the program, and number o·f family members living 
in the dwelling 'may play a m?re relevant role in shaping the 
social char~cteristics of the environment than in other 
settings where the behavior of staff is monitored in accordance 
wi th the policies of the bure·aucracy •. 
. In'short, the variety of influences, unrelated to the 
poLicies of the sp~nsoring. organization, which may affect the 
family care provider, may indicate that ex-patients are dealt 
wi th in a more inconsistent manner' than 'in other ~ettings 
dealing with a similar population thereby contributing to a 
lack of~association between the level of restrictiveness and 
". 




THE IMPACT OF THE DESCRIPTIVE CHARACTERISTICS 
OF THE HOMES ON THE SOCIAL DIMENSIONS 
IN THE ENVIRONMENT 
"Significant" Findings 
Relationship Between Previous Emplo~ment of Sponsor and 
Level of Deviation from Normative L~ving 
In this area, we desired to know the influence of the 
previous employment of the sponsor on the level of deviation 
from normative living. The question was whether or not sponsors 
who had previous experience with psychiatric patients in a 
custodial care facili ty ~re more likely to ma'intain 
institutional type practices in their homes than those sponsors 
lacking such an experience. Were the former group of sponsors 
more likely to maintain such practices as nO.t having residents 
clean their own rooms, not encouraging residents to handle 
house~old chores, and .not including men in a variety. of family 
functions such as picnics, outings, vacations and weddings', 
events illustrating a high level of deviation from normative 
living. 
To answer the above we compared sponsors who previously 
worked in a state psychiatric setting with those who never 










from normative livi~g scale. The number and percentage of 
sponsors in each of the above subgroups who scored above or , 
below the median on the level of deviation from normative 
living scale was computed. 
Taple 14 gives the frequencies for the different 
categories obtained when the ahove factors are correlated. 
We found that the level of ,deviation from normative living 
was significantly lower in homes where the sponsor worked in 
a custodial care facility than in,homes where the sponsor 
was neve~ exposed to such an experience. That is, 69% of 
the "trained" caretakers" namely those individuals who 
worked in an institutional setting,' and 39% of the "untrained" 
caretakers scored below the median on the level of deviation 
from normative living scale ('X2 = 9.40712, 2 df, P 0( .01). 
In short, the above evidence seems to indicate that such a 
background variable se~ms to have some impact on the above 
socia~ characteristic in the 'home. 
,More precisely, such a finding may indicate that care-
takers who had some prior, experience in an institutional 
, set,tingma.y -be more, i,nvolved in' "rehabi-l'itative-n -type 'tasks, 
that is, enabling ex-patients to handle everyday activities 
such as personal hygiene, laundry, food 'shopping and budget-
ting a,s well as, encouraging residents to participate in 
family,events such as vacations, visiting relatives and 




PREVIOUS EMPLOYMENT OF SPONSOR AND 
LEVEL'OF DEVIATION FROM NORMATIVE LIVING 
% of Hom~s 
Below The 





% of Homes 
Above the 






* (N 82) 
Previous Employment 
Sponsors Who Previously Sponsors Nho Never 
Worked in a State Worked in a State 
Psychiatric Institution Psychiatric Institution 
N N 
69 (18) 39 (22) 
31 ( 8) 61 (34) 
100 (26) 100 (56 ) 
,x
2 
= 9.40712 2df 
*Three of the homes were not 
included since categories 
dealing with the previous 
e'mployment of these sponsors 
were not clearly identified. 
< 
Signi fic;:ance = 0.00,91 
, Such a result departs from Apte who indicated that the 
custqdial nature of community residences for the mentally ill 
could be att~ibuted ~o the fact that many operators of such 
facilities came from work backgrounds in an institutional 
setting'~ He observed in halfway houses that the prio~ 
,experience of the "wardens" (supervisors of ha1f,~ay homes) in 
a'psychiatric facility cont~ibuted to the "institutional" 
'nature of such an environm~nt. He 'commented: 
" 







The fact that 80% of the wardens had had many years 
of working experience in hospitals and brought with 
them ins·titutiona1 values had understandably shaped· 
the characteristics of the hostel (halfway house) . 
environment. I 
Apte reported that in the halfway house environment 
residents are not encouraged to become involve.d in everyday 
events with the warden and his family sueh as joining them 
at the dinner table and in general, there is a lack of 
social contact· between the ex-patient.s and the family. 2 
.•• ·the . family does not accept patients into its fold, 
but protects itself from their demands and intrusions. 
lihen possible, during the evening, the familywith~ 
draws into its. own flat - at a time when most o~ the 
residents are home from work and may need help. 
What is important to note in relation to the above, is 
·that in spite of the fact that the warden and.his family 
reside in the same setting as the ex-patients, II institutional II 
type of practices were· still maintained. What is implicit 
here is that attitudes, values, or perceptions, acquired by 
the wCl:rden during his prev~o.us emplo~ent in a psychiatric 
hospital were not· mitigated in the halfway house by havin9 
such a staff member's family living in the same dwelling as 
dis~tl~rq~~ __ E.~~ient:s. In ~eneral;. res~t!~!1.!-s_ ~~r~ still 
treated as patients living in an institutional setting and 
not as meinbers of a family.4 
1 Robert Z. Apte, Halfway Houses, A New Dilemma in· 
Institutiorial Care, "Occas:Lonal Papers on Social AdIii:Lnistration ll , 
Number 27, (London:· G. Bell & Sons ;r.td., 1968) p~ 44. 
2Ibid., pp. 45-46 • 
. 3 :l:bid., p. 45 • 
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Moreover I Apte qual'ified the abo've obs'ervations by 
pointing out .that the spC?nso'ri~g Q;,g~nizatiQns had initially 
sough~ after individuals with a "differ~nt ba~~ground" than 
the above to 'supervise these homes. The implication her~ was 
~at such individuals would be more capable of creating a 
"normal family environment" or less of a custodial care type 
dwelling than institutionally "trained" caretakers. However, 
only a small' number of the former individuals were ·able to be 
5 
recruited for the halfway houses. 
Based upon the above one 'would have expected that 
"trained" caJ:;etakers would have a higher score on the level 
of deviation from normative living scale than "untrained" 
caretakers. In contrast to such an expectation, the former 
group of caretakers seemed to have higher demands on the 
residents in regard ·to everyday events by encouraging them to 
participate in' activities such as visiting relatives' and 
friends outside the home with the foster family, picnicking, 
or eating out w~th members of the family, playing cards and 
having current events discussions with the family, than the 
latter group of caretakers, or for that matter, wardens 'or 
supervis'ors of halfway houses as in Apte 'ss tudy • In short, 
, . 
there seemed· to be some attempt on the part of these "trained" 
VA sponsors to "create a normal family environment" for the 
j 
discharged patient • 
. 5 Ibid ., p. 44. 
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As a result, we desired to gain -some notion about why 
such individuals, namely, those who previously worked in a 
.custodial care type ·of facility appe~red to b.e involved in 
"noncustodial" type of tasks. More specifically, we were 
interested in exploring how the experiences of these sponsors 
in the psychiatric hospital might have ·influenced the way in 
which they performed in activities dealing with the "norm~l" 
requirements bf everyday living such ·as those .mentioned above. 
We believed that such a strategy mi~ht be useful in disc~vering 
other factors which might interact with the aforementioned 
variables, namely, previous ~x.nployment of the sponsors and 
level of deviation from normative living. 
In order to ·locate such data, we reviewed responses of 
these caretakers to open-end items in the preliminary survey 
and their comments made in relation to.prob~ng by the 
interviewers on the questionnaire· dealing with the pattern 
of care in the homes (level of restri·ctiveness and degrE[!e of 
deviation from normative living) • (See chapter on"Research 
Design and ·Methodology".) 
Let us now turn to the findings in this area. 
Most of the caretakers in the VA family care program, 
who had been employed in a s ta te hospi tal, nad· fUnctioned as· 
ward attendants in the institutional setting. A few had . 
worked as nurses in the ins.ti tution·. 
The above caretakers expressed a feeling of frustration 
about the way mental patients were treated and with their own 
role in the facility in wnich th~y were previously employed •. 
!: 
r 
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They conunented that the warmth ·.and· intimacy which should exist 
in a treatment setti'~9 was ·non~;existent 'in the facility. They 
indicated that they were· allowed little opportunity to play 
a broader role in the rehabilitation of the psychiatric 
patient. 
For these caretakers, the lack of flexibility in relation 
to th~ir assigned roles and functions helped to contribute to 
their disaffection with the institutional setting.. The sharp 
delineation between on-duty and off-duty time, the prohibition 
against becoming overly involved with patients even though 
they had the most contact with such individuals, and the need 
to gain permission from others higher up in the hierarchical 
ladder in order to plan some activi·ty with the patients, 
alienated these sponsors from t~e organization in which they 
were. previously employed. To these sponsors, such barriers 
represented an "uncaring" attitude toward the client population. 
For example, one caretaker revealed that she found it 
necessary to leave the psychiatric hospital in which she had 
been employed, after she was allowed to bring a patient home 
on weekends. Spending weekends with the patient was a 
particularly g~atifying experience for her. In the home, she 
felt freer to be warm and spontaneous toward the patient 
whereas in the hospital, she felt inhibited in approaching 
the patient in such a manner. Such an experience had helped 
her to recognize the limitation of her position in the hospital 
and her overall di.saffection with the institution. 
The ~onstraints. p.1aced· upon 'such sponsors. in the hospital' 
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appeared to be a contributing factor in motivating these 
"individuals to leave the hospital setting and enter the 
family "care program. In addition to earning needed income," 
they believed that they would have the opport"unity to play"" 
a more active, helping role in their "dealings with patients 
rather than functioning in such a limited capacity in the 
custodial care setting." 
Furthermore, the negative impact of the hospital 
experience m~y have deterred these sponsors from establishing 
similar type practices in the family care home. Th~y 
indiGated that they recognized that the atmosphere in the 
hospital was quite detrimental to a patient's condition arid 
that what the disturbed individual needed was"a family type 
environment. They maintained that they desired to treat the 
residents as family members wanting to involve them in all 
social functions 6 ~s well as help them "to cope" with every~ 
day events as they would do "for members of their own 
immediate family. 
-§-rn -spite "o"f"--th-e -above attit"ude-toward the ex-patient, 
these sponsors realized the limitations of such an 
app~oach. They" recognized that there wa~ a need to 
establish some boundaries between themselves and the 
residents in order to maintain some priv~cy with their 
immec;Uate family." For example, in many of these" homes, 
veterans were not invited to join the f~mily on their 
vacations and" were not included in decisions relating tOo 
~atters connected ~ith spending money on the home, such 
as buy-ing furniture, a privilege reserved for members of 
the immediate family. " 
i" 




" in" othe"r words, the dis"a'ffection felt by these sponsors 
toward the instftution in. which "they were previously employed" 
and their expressed concern for the mentally ill, may have 
been some of the influences responsible, for the kind of 
practices employed in homes operated by these former state 
hospital employees. 
It must be pointed out that although we discovered a 
relation"ship between previous employment and level of deviation 
from no~mative living, we did not find an association between 
the above "descriptor" and the level of restrictiveness. (See 
Table 14 in Appendix B .) The fact that sponsors who worked 
in a custodial care setting had higher expectations in relation 
to everyday responsibilities (less "deviation") did not 
indicate" that they would also be less controlling in relation to 
a variety of events occurring in the homes such as medical 
care, smoking, drinking, and eating. It appeared that some of 
"the practices which may have beeri acquired by these sponsors 
in the institutional setting were retained in the family care 
homes. 
Furthermore, whether the above group of sponsors are 
representative of caretakers "trained" in an 'institutional 
setti~g or a particular subset of sponso~s having had such a" 
work experience is a matter worthy of further exploration. 
The VA caretakers coming from a state hospital background may 
be more motivated to function in a "rehabili tati ve I' fash~on 
with psychiatric patients and thus view their experience in 





may help to stre~gthen the'ir commitment to: playa more active 
"t~erapeutic" role with ex-patients.' On' the other hand., a 
. " ',.,' 
les's motivated. group of caretake'rs presently or formerly 
. , 
employed in a state facility may view tP..~ir work situation in 
the custodial ~are setting in a less antagonistic or more 
positive manner. Consequently, such caretakers may not be 
so reluctant to implement "deviant" type practices, such as 
excludi~g residents from all family functions, in their homes. 
In other words, they may continue to function as if they were 
operating a chronic' care ward of a state psychiatric facility • 
. AgE!" of Sponsor a'nd Level of Restrictiveness 
In this area we wanted tQ know whether or not the age 
of the sponsor bears some influence on the level of restrict-
iveness in the. hom.es. We 'had expected that younger . caretakers . 
would be more permissive than older' caretakers based upon the 
most recent res'earch findings dealing wj. th the characteristic~ 
of the sponsor (see previous chapter dealing with relevant 
research). However, we found here that younger caretakers 
operated more ;restrictive homes than older caretakers. Sixty-
seven percent of the homes in which the caretakers were under : 
40 years of age scored above the median on the level of 
restrictiveness scale, where.as only 29 % of the homes in which. 
the caretakers were over '60 years of age scored 'above the . 
median on that same dimen,sion (x2 = .4.27594, 2df, Significance 








AGE OF THE SPONSOR AND LEVEL OF RESTRICTIVENESS 
%.of Homes Below 
the Median on 
the Level of 
Restrictiveness 
% of Homes Above 
the Median on 
the Level of 
Restrictiveness' 
TOTAL 
Age of the Sponsor 
20-40 40-60 
N N 
33 ( 4) 48 (27) 
67 ( 8) 52 (29) 
100 (12 ) 100 (56 ). 
(N = 85) 
2 X = 4.27594 with 2· df 






What such a finding may indicate is that there may be . 
. more rules or restrictions in homes managed by younger 
I 
caretakers in such areas as the physical movement of the men, 
structuring the day, or choosing the main meal. In contrast, 
older caretakers may be more permissive in dealing with 
these matters. 
To elaborate on the above findings, we again turned to 
comments made by the sponsor in relation to items covered on 
the level of restrictiveness scale. In addition, we reviewed 
data collected in· interviews and meetings wit~ staff members 
in the communi ty c~re program.· 
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In e~plo~ing the data we "searched for factors which may 
help to clarity the linkage between ~ge "of the foster parent 
and the level of restrictiveness". One factor which may be " 
associated with such a relationship may be the motivation of 
the older sponsor for participating "in the program. That is, 
the reason why an older caretaker might enter the family care 
program may be an important factor" in "helping to create"" a more" 
permissive type of environment in a family care dwelling. 
Let us examine this tentative "finding more closely. 
Most foster parents agreed that the economic factor was 
an important rea~on for joining the family care program. "Such 
funds enabled them to meet their expenses since the income 
derived from caring for patients was both reliable and secure. 
Residents paid the "sponsors out of their disability checks 
or welfare allowances and they infrequently moved out of the 
home. If a resident did move out of the home, he could be 
replaced by others in the hospital. 
However, in addition to the above, older sponsors 
related that their desire for companionship, that is, to 
. " 
mitigate "feelings of loneliness" was another influence in their 
,decision t~ participate in"the family care program. Such 
~ndividuals entered the program at a time in their lives when" 
their children were grown and had departed "from the home~ 
Some were also widows. These sponsors missed the warmth, 
companionship and intimacy involved in cari~g for children. 
The" loss of primary group relationships c~eated an 
emotional hardship for these sponsors since a great deal of 
energy and "t~~e had been"d~voted to t~eir immediate families. 
.~. 
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When the opportunity arose to participate ;in the VA family 
care pr~gram, ,they accepted su'ch a res'ponsibili ty. In 
addition to supp.lementing their limited income, such a 
position served to fill up the void in their own lives creat~d 
by 'the departure of different members of the family. 
Veterans in these homes were considered "companions" 
and frequently accompanied the sponsors when they carried 'out 
various household ~hores such as laundering, food shopping, 
and other related events. Such sponsors were 'qulte tolerant 
about allowing veterans to "hang around the hous~" during the 
day, since the men provided company for them~ Such an approach 
,contrasted with others who felt the need to structure 
activities for the men such as attending the satellite 
clinic or taking a waik, in order to be relieved of the burden 
o~ caring for men throughout the day and find some time fo~ 
their families as well as for themselves. In other words, 
establishing a formal, strict atmosphere, where a "staff-
patient" type of relationship existed, or-where'the men, would 
be supervised in various activities was incompatible with the 
w~y residents were viewed by these sponsors. 
However, the fact,that the above sponsors may have been 
more permiss~ve did not mean that they actively promoted 
independent functioning more' often than others in the program., 
That is, the evidence seemed to indicate that attempts w,ere 
~ot made more frequently to encourage low performing residents 
to handle everyday tasks such as personal hygiene, househola 
chores, or bu~getting than younger caretakers.' (That is, 
iota 
they did not score h~gher on the :level of deviation from' 
normative livi~g scal~ than you~geX' care~akers}. (See 'Table 
20 in ~ppendix B.} Such sponsors seemed contept to allo~ 
veterans more freedom but if th'ey re~use,d or were unable to 
,deal with such acti vi,ties no greater efforts were made to .. 
de,al with such dysfunctioning. 
Moreover, these sponsors pointed out that residents who 
were unable to cope with the lack of structure in such an 
environment were frequently asked ,to'leave. Namely, residents' 
who were belligerent or aggressive were screened out-by these 
caretakers. In general, if it seemed t~at an 'ex-patient 
needed more supervision than offered in the s'etting, he was 
usually n6t allowed to remain in'the dwelling. 
Furthermore, community board members, who were cognizant 
of the expectations, of these sponsors selected only particular 
pati~nts for these residences, namely, a more passive or docile 
(" 
type of individual. In this way, they attempted to "match up" 
specific patients with particular homes. More sp~cifically, 
as the workers become more familiar with the above "type" of " 
sponsor (especially after there were some negative experiences 
with these individuals, namely, residents have to be removed. 
from these family care homes) they considered patients who may 
have been hostile, and belligerent or needing a highly rest~ictive 
environment, inappropriate for the above "type" o'f sett~ng. 
In summary, the, above findings are offered i'n the context 
of formulating hypotheses rather than as a means ,of tracin~ 
the causal sequenc'e between a demographic property of the 
family care home and the pattern of car~ in the social 
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environment. That is, we have attempted to identify specific 
factors such as the sponsor's disaffection with the institution 
in which he was previously employed, the motivation of the 
.. sponsor for joining the family care program., and the nature of 
the selection process, which may be interdependent with such 
descriptive' characteristics as age and the work history ot the 
caretaker. It is our·tentative hunch that the various 
combinations of the above variables (which will be explored 
'further in the final chapter) may be related to the level of 
restrictiveness or degree of deviation from normative living 
in the homes. 
"Nonsignificant" Findings 
Contrary to the "impressions" gained in the pre;liminary 
phase of the study (see chapter "Research Design and Method-
ology") we did not find a relationship between such "descriptors" 
as' size (number of men in the home) , length of time in the 
. program, location of the spon~o~ s living quarte.t;'s (whether or 
not sponsors reside in the same dwelling as the men), the 
"employment status" of the men (whether or not the veterans 
participated in the hospital-based work p.rogram), number of 
family members in the residence, and the social characteristics, 
. . 
in the family care environment,.name1y, level of restrictive-
ness and degree of deviation from normative living. (See 
Tables 1l,l2~l5,l6,17,l8,l9,22,23 and 24 in Appendix B). 
The lack of association between the above "descriptors" 
and the social dimeI?-sions may be related to the res.trictiveness 
of the s~udy population. That' is,. our sample m~y be· too smal~ 
. l 
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and homogeneous to allow for differe·nces to emerge when variQus 
subgroups are compared in connection with the. level of restrict-
iveness and degree of deviation from normative living. 7 . 
Namely, there were only 85 homes in the program and 
when frequencies were computed for the. several different 
categories created by .li~king such factors as the number of 
family members in the home and level of restrictiveness or 
length of time in the program and degree of deviati,on from 
normative living, there were only a limited number of cases 
for each cell. (See Tables 12· and 22 in Appendix B.) 
. Moreover, homes differed very little in relation to 
such areas as the location of the sponsor s residence and 
length of time in the program. For example, 77 ·of the· sponsors 
lived in the same household as the residents whereas only 7 ·of). 
the sponsors lived apart from the veterans. In addition, 71 
of the sponsors joined the program prior to 1971,whereas only 
14 sponsors entered the family care program since that period 
of time.· (See Tables 5 and 6 in Appendix A.)· . 
In brief; the number of associations located in such an 
exploratory study may be limited due to a lack of variation 
. . - - ...:.. --- --- - - . -
·in the subject population as well as the small number of homes 
in the program. Therefore, in order to confirm or disprove 
our interpretation of the above findings, it will be necessary 
to correlate these descriptive factors with the social 
7.Alice M. Rivlin, Systematic Thinking for Social Action, 




characteristics of the environment, namely, level of 
restrictiveness and degree of deviation from normative 
living in future ·studies dealing with a larger, more 
heterogeneous caretaker population. 
Finally, what is particularly noteworthy in relation 
to these negative ·findings, is the lack of association 
between size and level of restrictiveness or degree of 
deviation from normative living. Green, who investiga~ed 
family care homes ip the state of New Jersey, also noted 
that the "boarding home capacity" (i.e. size) did not seem 
to influence the "atmospheJ;:'e" of the environment. He 
correlated size of the home wi"th the "Scale of Demands for 
Social Performance", a measure quite similar to our level 
of deviation from normative living, .and found no significant 
relationship to exist between these two variables. 8 
Mental healt~ planners have been c~nsidering intro-
ducing or proposing legislat~on limiting the size of family 
care homes based u~n the assumption that. large size home·s 
(e.g. more than 8 ex-patients) maintain more "institutional 
type" of practices than small size homes (e.g. 1-3 ex-patients). 
That is, the degree of supervision in the setting and the level 
of expectations in a dwelling, factors which have been ··ol;)served 
·to be associated with the "quality of care" in a setting (see 
chapter dealing· with the nature of the problem) have been 
8Charles S. Green III, "Evaluation of Family Care. 
Program for Released Mental Patients, II Health Servic·es 





linked with the number o:e emoti'onally dis,turbed individual's 
placed in a faJl'lily care h.om~.' 
There:eore, to establish ,legal standards concerning the 
limitation of, the ex-patients in a ~amily care residence may 
be contraindicated in, light of these, findings. More will be 




CONCLUSIONS AND P~COMMENDATIONS 
FOR FUTURE RESEARCH 
Current thinking among many professionals as well as 
legislators is that family care homes for the most part 
represent nothing mo.re than a continuation of the kind of 
care the chronic mentally ill received while residing in.an 
institutional dwelling. Suph observers have indicated that 
ex-patients have been treated in a "regimented" manner having 
to follow. specific rules and procedures regarding their 
physical movemept (that is, moving about the cOMmunity) and 
their personal hygiene (bathing, showering, et~.). Further-
more, these ·critics have noted that social contact between 
residents and family care providers has been quite limited 
(.e.g. residents and s.taff do not eat together), indicating 
a hierarchical atmo~phere existing in these facilities ~nd 
that few efforts have been made to resocialize (or s.ociaiize) 
the discharged patient residing in such an environment. 
·'Namely, residents have not been encouraged· to cope with the 
normal demands of everyday living, such as handling household 
chores, decorating their own rooms or se~ecting the me~u for 
.. : ·the main meal. . In short I family care homes have been 
..... 
.......... ' ..... 
. ..... 
/ . 
.............. -..... ' : 
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identified as the "new back wards'" where ex-patients are 
given little ;ereedom in relati'on to 'their own care 'and whe.re 
there are few.opportunities for them to become involved in'a 
"normal" family life. 
Because such "observations" have been widely reported 
in' the mass media,' mental heal th pla~ners have been under a 
con~iderable amount of pressure to· initiate som~ action in 
order ·to alleviate the current "crisis" in the area of community 
care. Suggestions have \been put· forward ranging from those 
who have called for a reevaluation or reconsidera~ion of the 
policy of community care for·large numbers of the mentally 
ill to those who favor a more incremental strategy suc~ as 
modifying existing family care programs, namely, limiting the 
number of men placed in a setting or reducing 'the number· of 
a certain kind of individual from operating a family care 
..... 
facility, (e.q. an' ~ndividual having a work background in a 
custodial c"are setting), factors which have been deemed' 
"responsible fo~" the poor quality of care felt to exist in 
.these settings. 
The focus of our discussion in ·this chapter will be 
whether the above concerns and suggestions can be' supported 
in light of our present findings. We will conclude with our 





Based 'upon the. ~indings in this stu'dy, we do not ~g;,ee 
with 'those observers who have placed family care homes in the 
same category as chronic care wards of large psychiatric 
hospitals. The lack of association between the level of 
restrictiveness and degree of deviation from normative living 
or the variation amongst ~he settings in relation to these 
dimensions precludes us from classifying the family care home 
as an institutional type of setting. 
Our results seem to indicate that the pattern of. care 
in family care homes is less consistently structureq. than 
other ·treatment settings dealing with a similar population 
such as homes for the aged, psychiatric hospitals or some 
halfway homes. The n~er and v~riety of influences on the 
sponsor, such as the attitude of the neighbors toward the 
residence, the needs or the condition of the' veterans inter-
acting or conflicting wi th his/her o't'1n needs in relation to 
caring for the men (e.·g. to have companionship) might be 
responsible for creating a structure which has characteristics 
found in custodial care type dwellings as well as qualities 
e.xisting in primary .. group settings' such as a small residential 
treatment center for di.sturbed children. 
For example, we obser:ved homes where spons.ors were 
controlling in such .areas as staying out at night, week-end 
leaves, .and decorating the rooms but at the same time 
'attempted to involve the residents in such activities as 
household cpores, dining with. the family at the main meal, 
.:., 
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performi~g errands, and visiti~9 with 'family and friends of 
the sponsors. 
In contrast, we visited homes in which sponsors were 
quite permissiye in relation to the above mentioned activities, 
namely, 'wee!'kend leaves, but' .at the same time gaV'e little 
attention. to helping residents cope with a variety of events 
such' as budgetting, making their own snacks, eating out, or 
attending social functions. with the family. 
In short, family care homes might be described as a 
"mongrel ll having features of opposin:g types of settings, 
namely, a human relations or familial type of a~rangement as 
well as an authoritarian type of dwelling. Such a situation 
is not usually observed iIi other settings dealing with the' 
mentally ill where th~re seems to be a more uniform approach 
to patient care. 
Furthermore, contrary to what has been noted by different 
observers of family care, namely, that family care dwellings 
do not o£fer an alternative arrangement to institutional 
living, we discovered that in a ~izeable proportion of the homes, 
(approximately 40% of the homes in the program,) sponsors more 
often than not, included residents in everyday events, such as . 
eating out with the family., sharing the main ·.meal, social 
functions such as' weddings, visiting with friends and rela~ives 
outside the home·, current events discussions, church services,' 
household chores, errands, planning menus a~d gift-giving. In 
other words " there seems to be at least some attempt to 
integrate the ex-patients into a normal family. life. Such a 
1"'49 
feature, namely, providing"opportunities for residents to 
experience "different facets of family livi~g, is not 
regularly found in living situations whi~h have been 
identified as custodial care sett"ings, such as chronic "care 
wards of large psychiatric hospitals, or in some" halfway 
houses. 
However, it is important to note that in our pres"e"nt 
study ~ "we did not gather data on "the ethnic "and s"ocial class 
dimen~ions of the patient population. Such a limitation 
needs to be considered when one attempts to apply the "find-
ings to other family qare programs. 
Our finding in" r~gard to the lack of asso"ciation betwee"n 
size of the home and" the" social dimensions in the "environinent 
(level of restrictiveness and degree of deviation "from 
normative living) brings intq question a "change in family 
care programs which "has been considered or already imple-
mented, namely, limiting the number of ex-patients in family 
care residences. An illustration of this trend is a recent" 
New York State "law limiting" the size of family c~re" homes" 
to six patients for those individuals establi"shing a family 
care residence after July" 1, 1975. 1 
The concern here is that large size res"idences lend 
themselves to impersonal environments where there are "few 
opportunities for individuals to improve "or maintain their 
level of functioning in r~gard to the normative "demands of 
eveJ;yday living and thereby contribute to low "performance :"-
lNew York State" " Ch"ap"te:r "sq=5" New York S-tate "Law" 
Albany, New York," (August 9, 1975). 
. ..... . . 
.. : 
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levels or a deterioration in the client popul~tion. 
Our data does not support the 'above assumption but seems 
to confirm Green I s research 'in New Jersey, n'amely, that 
"boarding home capacity" Qoes' not significantly affect 
performance demands on the ex-patients, a factor which 'covers 
similar areas as our level of deviation from normative ·living. 2 · 
In short, we maintain that size does not seem to play 
an important role in shaping the 'patter'n of care in fami'ly 
care homes. 
An interesting result of our research 'was t:Q.e rel'ation-
ship noted previously between age 'and level of restrictiveness. 
We found that older sponsors tended to be more permissive than 
younger sponsors. Such a fi"nding appears to support Crutcher's, 
observations made more than 3.0 y~ars ago,' na~el'y, that the 
former may be more appropriate than the latter in handling 
su~~ a nurturing role~3 
Our findings here sugges't that the older person, in 
·addition to' needing r~gu1ar 'income, may be motivated to join 
a family care prC,)gram to deal with fee'lings of estrangeme~t 
. . 
as a result of children Or a spouse ~eaving the household. 
- . S~~_ an j,.n.!liy_.i_dJl_al. __ was_ intent on est~lishing a non~au-thor-
itarian type setting where there was an informality between 
sponsors and residents. 
2Charles S. Green III, "Evaluation of a .Family Care' 
Program for Released Merital Patients, II Health Services' 
Research, (Spring, .1968), p. 45. 
,_ •••• '0. 
3Hester B. Crutcher, Foster'· Hoine' 'Care for Mental 




Residents placed by the communi"ty staff in the above 
setting tended to be" the more passive, docile, sociable 
individual or those individuals who could adapt to the lack 
of supervision in the environment. Such a selection "process 
was expected to help prevent disruptions, namely, pre-mature 
drop-outs, unplanned transfers, and rehospitalizations, in 
the family care program. 
An important issue mentioned earlier (see chapters 
dealing with the nature of the problem and relevant research) 
was the utilization of former or present employees of state 
or custodial care institutions as caretakers or supervisors 
of "discharged patie"nts in the community. It was thought 
that individuals having such a background, were unsuitable 
to manage the care of discharged patients in the community. 
More specifically, it was felt that such individuals were, 
for the most part, motivated by economic interest rather than 
humanitarian concern and would tend to treat a former patient 
as an "inmate" of a "total institution •• ,4 They would be 
more likely to create an authoritarian type of setting, 
namely, where ex-patients and staff would be socially distant 
from one another and where expectations placed upon "the 
"residents would be quite lo~, as a result of attitudes and 
values in relation to patient care acquired in the setting 
in which they were previously employed. Therefore, it has 
4Erving Goffman, Asylums, Essays on the Social Situation 
of Mental Patients and" "Othe"r" "Inma"t"es, (Garden "city, N~W York: 
" Anchor ""Books, 1961). " 
, "" 
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been suggested tha,t "untrained" individuals, namely, those 
lacking an institutional experience,"should be given preference 
over "trained" individuals when selecting supervisors for 
community residences. 
Our research dQes not support the above assumptions or 
impressions. We found that sponsors who were "trained" in an 
institutional type dwelling were more involved in promot~ng 
"rehabili tati ve tasks" th'an those lacking such a background. 
The former group more often than the latter encouraged 
veterans to partake in such events as household chores, going 
to the movies~ visiting with friends ,and relatives, etc.,: 
practices 'demonstrating a low level of deviation from 
normative living. In short" it seems that individuals who 
were previously employed in a'custodial care facility, were 
more likely to integrate ex-patients into the life of the, 
family. 
Our findings would seem to support those administrators 
,who have argued that individuals'who were previously employed 
in a'state psychiatric facility may represent a potentially 
valuable manpower resource' in the' communi ty arid should not be 
routinely excluded from the caretaker role. However, we wish 
to point out here that the sponsors in our study may be a 
special subset', perhaps a more humanitarian group of individuals' 
.' '. 
who were "trained" in an institutional setting rather- than a 
representative group of former or present state hospital 
employees. Consequently, the above "descriptor", that is, 
prior employment of the sponsor as well as the previously 
153 
mentioned one, .namely, age of ·the sponsor, .should be examined· 
further in a more rigorously .des:i.gned study (i. e •. controlli~9 
on several variables) with a la~ger caretaker population 
. before suggestions are made regarding· a rec·rui trnent policy 
for family care programs •. More will be said about this in 
the final section o~ this chapter. 
Recommendations for Future Research 
To conclude, a framework has been developed ·for 
examining the social environment of family care homes. We 
have identified a number of factors which may be responsible 
for certain practices considered to be negatively or positively 
related to the needs of family care residents. We have 
util.ized the findings as a basis for the formulation of 
hypotheses which can be tested in future research. We are 
recommending that the hypotheses we have derived be investigated 
in order to provide relevant inf.ormation to program planners· 
or admi~istrators desiring·to make modifications in existing 
family care programs or those planning new ones. In this 
way, the "quality of care" of the chronic mentally ill in the 
community may be improved. 
We will now present and discuss the hypotheses we have 
developed. 
·Given that economic necessi.ty is a major consideration 
for sponsors of a family care program, we may hypothesi~e 
,the. following: 
,.: '-: " 
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1. lfuether or not spons'o'rs are also motivated by. 
non-monetary need in. relation to entering a 
family' care program will affect ·the' 'so'cial 
dimension in the environ'ment~ 
2. Spon~ors motivated bya des~re for companionship' 
will tend to maintain less restrictive settings 
than sponsors lacking this motivation •. 
3. Age of'thesponsor may be an antecedent factor 
in relation to (2). Older sponsors may be more 
likely to become caretakers out of a need for 
companionship than younger caretakers •. 
4. Sponsors motivated by 'humanitarian concerns, 
·namely, a commitment to helping individuals in 
need, will tend to maintain less "deviant" homes 
in relation to expectations regarding everyday 
. living than sponsors lacking such motivation. 
5. Previous employment .of the sponsor may be an 
accompanying factor in relation to (4). 'More 
specifically, s·ponsors who were disaffected 
with the institution in which they were preyiously 
employed may be more committed to humanitarian 
concerns than those lacking such an experience. 
This study ·appears to' suggest that the motivation of 
the sponsor for entering the program appeared t<;> play an. 
important part in shaping the social characteristics of the 
environment. Sponsors who were motivated by other reasons 
rather than just economic need seemed to employ practices 
linked with a rehabilitative type of ·milieu, namely, a low 
level: o-f--restrictiveness and- a low degree ofdevi'a-ti-on from 
normative livi~g more often than others lacking such 
motivation. 
The older caretakers joining the program for companion-
ship.as well as .for economic reasons seemed to maintain more 
permissive .type practices than other subgroups in the 
population, namely younger caretakers. Since veterans were·. 




in the program,} they were allowed more privileges such as 
being given ·their own set of keys, permission to decor.ate 
.their own rooms, or choice· of menu for the main meal in ·these 
homes. In short, setting up an informal type of atmosphere 
in these homes was consistent with ·the needs of these care-
takers. 
Further, the caretaker who was previously e~ployed ~n a 
state institution seemed to maintain practices related to.a 
low level of deviation from normative living (llrehabilitative 
tasks") more often .. than others lacking such an experience. 
such individuals appeared to be more involved in i~proving 
the level of functioning of residents in such ev.eryday events 
as traveling, budgetting, an~ various activities associated· 
with socializat~on, namely playing games, visiting .friends 
and relatives and attending social functions •. 
Sponsors who previously ~orked in a custodial care 
facility expressed a great qeal of frustration with the . 
limitations of their role (most were attendants in state 
hospitals) and the lack of treatment offered to the chronic 
patient in the insti.tutional setting. For these reasons, such. 
sponsors had developed an antagonistic attitude toward the 
institution in which they were employed. Desiring to playa· 
more active therapeutic role, they left the institution when 
the opportunity arose to become caretakers. 
Experiencing. and observing the different features of 
... 
institutional living, namely, the lack of opportunity given to 
staff members suc~ as these sponsors from functioni~g in a 
.... 
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non-custodial role with patients and the negative conse-
.... 
quences re!Sulting from such 'a situation', that is, the' un-
necessary barriers existing be twee'n' 'res'idents, and staff 
members, served, to stre~gthe'n or' develop the 'commitment of 
these sponsors, to function in a'rehabilitative capacity with 
~he discharged patient. In short, the experience 'of these 
sponsors in the insti tut.:j.onal 'setting was an important 
influence in helping to create a more rehabilitative type 
of environment in' these settings. 
In retrospect, there are a variety of factors which 
might affect the pattern of care that were not examined or 
only touched upon ,in this present study. We recommend that 
those matters be investigated in future research along with 
the above hypotheses. We expect that such research will' 
help to understand family care in a broader perspective and 
will have important policy implications. 
The nature of the community in which the family care, 
home is located may be an 'important dimensiqn' affecting 'the 
pattern of care in the environment. Such a fac~or may be 
related to the level of restrictiveness in a setting. 
,-Wha,t, '1-s ,the- a,tti tude of -the nei'ghbon;-toward- the fami-ly ,care 
home? Tolerant? Hosti.le? What ,is attitude of the community 
toward the sponsoring organization? Does it make a difference 
if the home !is a VA-sponsored residence or under the auspices 
of the state psychiatric hospital? Is the socio-economic 
sta~us of the, geographical area a factor in how the home is 
perc~ived? What, is the 'impact of size, namely, the 'number 
... ': 
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of men livi~g in the home on the attitude of the neighbors 
tpward the setting. Does the sponsor or ~gency attempt ,to 
orient the neighbors, storekeepers, 'and town officials,to the 
kind of residents living in the' 'dwelling? These ques'tions 
and others will need to be 'explored in order' to understand 
family care in a broader context. 
Another factor which m~ght be examined is the marital 
. '
status of the sponsor. Does the' 'pres'en'ce 'of a II co-sponsor" I 
namely, the spouse 'of a caretaker make 'a differ'ence 'in the, ' 
way residents are 'treated? For example, the existen'ce of 
a husband in the home 'may enablefeIriale 'sponso'rs to become 
more involved in various activities with 'male 'residents. 
Such sponsors may be less inhibited due to the feeling that 
there is ,less chance of their behavior being misinterpreted 
by the men. 
It will be import~nt to investigate social clas,s and ' 
ethnicity among ex-patients and sponsors in future research.' 
Such information will determine whether or not ,a matching 
of these characteristics (e,. g., both 'sponsors and residents 
come from an Italian bac~ground and are considered members 
of a 'lower socio-economic group) helps to achieve a greater 
integration of the residents into ,the family life in the' 
home. 
Further, the 'level of functioning of res'idents will 
be a relevant variabl~ to consider in future 'studie~. 
Whether or not the discha~ged ~ati'en't 'is a passive, docile 
individual or a sociable, ,active 'person' may help ,to create 
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a particular" type of atmo"sphere in the home" There is some 
indication in our" present "study that the foriner res"ident 
may be disproportionately repres"erited in the "non~res"tricti ve 
home and that such a factor may en"able the "sponsor" to 
maintain such an approach "in cari~g for the "men. 
There is a need to estimate "the "influence "of inter-
personal relationships among the "res"iden"ts on the "social 
characteristics in the "home." What "is the" "exten"t of inter-
action among residents? What "is the quality of the relation-
ships? Cooperative? Competitive? Does" the "patien"t group 
support or sabotage the sponsor"' s demands" on the residents 
in the horne? Exploring" such questions" will have important 
" " 
implicat~ons for program planning. 
A relatively unexplored area is the issue of sexuality 
in the family" care home. Such a matter was" not covered in 
our present study in relation to the degree of restrictive-
ness or level of deviation from normative living. Do sponsors 
allow visitors ot the opposite sex into the residents' 
rooms? Is homose"xuality tolerated? The data generated 
by such questions will_ ~m:prove"_ our ung~~~tanding of _ the 
social environment of the setting~ 
Finally, it will "be useful "in future research to 
differentiate between those homes whi"ch might benefit from" 
social work consultation and those which should be allowed 
to function in an autonomous fashion. Too often in family 
care programs, homes are treated as" a "black box" ""and 
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an assessment is not made regarding the sponsors' need 
for consultation or·education. For example,' sponsors who 
are able to deal effectively with. residents in an independent 
manner are visited .as regularly as those 'needi~g intensive 
consultation or education. (The former state hospital 
employees may fall in the former cat~gory and the "untrained" 
sponsors may be' placed in the ·la·tter· group.) Studying such 
a issue 'will provide 'valuable data especially for those' 
administrators desiring to develop a more 'dynamic family 
care program. 
In summary, our study was cO.nducted in res'ponse to the 
present "crisis" in the mental health 'field concerning the 
inadequate care of the men'tally ill in the conununity. 
whether· .family care ho~es represented a return to custodial 
care living, a setti~g considered to be detrimental to a 
.' 
dependent population, was a major issue explored in this 
research. 
Another issue was the nature of the different influences 
which may help to create 9r maintain vario.us practices viewed' 
as beneficial or harmful to the chronic m~nta·lly ill. . We . 
hope a contribution bas been made in furtheri~g the knowle~ge' 
base of this frontier area, name:ty, the social environment 
of family care homes, thereby enabling such 'programs to 
bec'ome more accountable to the popu.lation served. 
r 
i' 
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APPENDIX A 
DESCRIPTIVE CHARACTERISTICS OF THE FAMILY.CARE HOMES 
1. DISTRIBUTION OF FAMILY MEMBERS (NON-PATIENTS) 
PER HOME IN THE PROGRAM 
2. AGE DISTRIBUTION OF SPONSORS IN THE PROGRAM 
3 • PREVIOUS EMPLOYMENT OF SPONSORS IN THE PROGRAM 
4. IIEMPLOYMENT" STATUS OF THE RESIDENTS IN THE 
PROGRAM 
5. LOCATION OF THE SPONSOR'S RESIDENCE 
6 • SPONSOR I S LENGTH OF TIME IN THE PROGRAM 
7. RACE OF VETERANS IN FAMILY CARE HoMEs 
8. AGE OF VETERANS IN FAMILY' CARE HOMES 
8A. SUMMARY STATISTICS ON AGE OF VETERANS IN FAMILY. 
CARE HOMES 
9. DIAGNOSTIC CATEGORIES OF V'ETERANS IN, FAMILY 
CARE HOMES 
10. CUMULATIVE LENGTH OF HOSPITALIZATION OF VETERANS 
IN FAMILY CARE HO~S 
, , 
IDA. SUMMARY STATISTICS ON CUMULATIVE LENGTH OF " 
- HOSPITALIZATION OF VETERANS INF.AMILY CARE HOMES 
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TABLE 1 
DISTRIBUTION OF FAMILY MEMBERS .(NON-PATIENTS). 
PER HOME IN THE PROGRAM 
N~er of Family 
Members Per Home 
















AGE DISTRIBUTION OF SPONSORS· 
IN THE PROGRAM 
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TABLE 3 
PREVIOUS EMPLOYMENT OF SPONSORS IN THE· PROGRAM 
. .. " .' '. . . .: :::., ~. : .':....'.. ... . 
Previous Employment 
of Spons.ors 
Worked in State 
Psychiatric 
. Institutions 





(N = 85) 
TABLE 4 
Percentage of Homes 








".EMPLOYMENT II STATUS ~ .~f~E; RE~IDE.NTS IN THE' PROGRAM 
IIEmp10ymentil Status 
.of the Res.id.ents 
-~-Home--has Re's-:i:'d'ents 
. Participating in the 
Hospital-Based 
Work Program' 
Home Does Not Have 
Residents Partici-




C.N = 85), 










.. : ... 
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TABLE 5 
LOCATION OF THE SPONSOR'S RESIDENCE 
Loc~tion of 
Sponsor's Residence 
Sponsor Lives in 
the Same House. 






Percentage of Homes 










SPONSOR'~ LENGTH OF TIME IN THE PROGRAM 
Length of Time in 
the Program 
Le'ss than 4 years 
4 - 8 years 
9 13 years 
14+ years 
TOTAL 
Percentage of Sponsors 













RACE OF VETERANS OF FAMILY CARE HOMES 
Race No. % 
White 547 90.7 . 
Black 45 7.5 
Other 11 1.8 




AGE OF VETERA..~S IN FAMILY CARE HOMES 
Age No. % 
21-30 8 1.3 
31-40 30 5.0 
41-50 186 30.8 
51-60 278 46.1 
61-7.0 74 12.3 
71-80 20 3.3 
81-90 4 0.7 
Unknown 3 0.5 
TOTAL 603 100.0 
TABLE 8A 
SUMMARY STATISTICS ON AGE OF 
VETERANS IN FAMILY CARE HOMES 
.. . . 
Mode Mean Median Range Variance S~D • 




DIAGNOSTIC CATEGORIES OF VETERANS IN FAMILY CARE HOMES 
Diagnostic Categorjes 
Schizophrenic· Chronic Undifferentiated Type 
Schizophrenic Hebephrenic Type 
.Schizophrenic·Catatonic Type 
Schizophrenic Paranoid Type 
Schizophrenic Unknown 
Schizophrenic Affective Type 
Schizo~hrenic Simple Type 



































CUMULATIVE.LENGTH OF HOSPITALIZATION 
OF VETERANS IN FAMILY CARE HOMES 
Cumulative Length. 
of Hospitalization 

































SUMMARY STATISTICS ON CUMULATIVE LENGTH 
OF.HOSPITALIZATIO~ OF VETERANS 
IN FAMILY CARE HOMES 
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Mode Mean Median Range . Var.iance S.D. 
3-5 10.18 7.5 0-42 73.34 8.59 
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APPENDIX B 
RELATIONSHIP BETWEEN DESCRIPTIVE CHARACTERISTICS 
AND THE SOCIAL" DIMENSIONS "IN THE ENVIRONMENT 
11. SIZE OF THE HOME AND LEVEL OF RESTRICTIVENESS 
12. NUMBER OF FAMILY MEbmERS LIVING IN THE HOME 
AND LEVEL OF RESTRICTIVENESS 









PREVIOUS EMPLO~ENT OF SPONSOR AND LEVEL OF 
~STRICTIVENESS 
SPONSOR'S LENGTH OF TIME IN THE PROGRAM AND 
LEVEL OF RESTRICTIVENESS 
VETERAN'S PARTICIPATION IN HOSPITAL-BASED WORK 
PROGRAl-1 AND LEVEL OF RESTRICTIVENESS 
LOCATION OF THE SPONSOR'S RESIDENCE AND LEVEL 
OF RESTRICTIVENESS " 
SIZE OF THE HOME AND LEVEL OF DEVIATION FROM 
NORMATIVE LIVING 
NUMBER OF FAMILY MEMBERS LIVING IN THE HOME AN~ 
LEVEL OF DEvIATION FROM NO~~TIVE LIVING 
"AGE OF THE SPONSOR AND LEVEL OF DEVIATION FROM 
NORMATIVE LIVING 
21. " PREVIOUS EMPLOYMENT OF SPONSOR AND LEVEL OF 




22. SPONSOR'S LENGTH OF TIME IN THE PROGRAM AND 
LEVEL OF DEVIATION FROM NORMATIVE LIVING 
23. VETE~S' PARTICIPATION IN HOSPITAL-BASED . 
WORK PROGRAM AND LEVEL OF PEVIATION FORM 
NO~TIVE LIVING 
24. LOCATION OF SPONSOR'S ·RESIDENCE AND LEVEL· OF 
DEVIATION FROM NO.Rl-1ATIVE LIVING 
% of Homes Below 
the Median on 73 the Level of 
Restrictiveness 
. % of Homes Above 
. the Median on 27 the Level of 
Restrictiveness 
TOTAL 100 
:: . .' 
·.TABLE 11 
SIZE OF THE HOME AND 
LEVEL OF RESTRICTIVENESS 
'Size of the 
1 2-3 
N N 
(, 8) 53 (16) 39 
( 3) 47 (14) 61 







(N = 85) 
2 X = 3. 68051 wi th 3 df 
. --- - - - . 




50 ( 8) 




NUMBER OF FAMILY MEMBERS LIVING IN THE HOME 
AND LEVEL OF RESTRICTIVENESS 
Number of Family Members Living in the 
1 
% of Homes Below N ~ 
the Median on 50 (10) the Level of 
Restrictiveness 
% of Homes Above 
the Median on 50 (10) the Level of 
Restrictiveness 




50 (15) 59" (10): 50 
50 (15) 41 ( 7): 50 
100 (30) 100 (17) 100 
(N = 85) " 
2 X = 0.91777 with 4 df 














% of Homes Below 
the Median on 
the Level of 
Restrictiveness 
% ·of Homes·Above 
the Median on 




AGE OF THE SPONSOR AND 
LEVEL OF RESTRICTIVENESS 






( 4) 48 (27 ) 
( 8) 52 (29) 
(12) 100 (56) .. 
(N = 85) 
x2 = 4.27594 with.2 df 





~9 ( 5) 
100 (17) 
TABLE 14 
PREVIOUS EMPLOYMENT OF SPONSORS AND 
LEVEL OF RESTRICTIVENESS 
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Previous Employment of Sponsor 
Sponsors Who Sponsors l'fuo Other 
·Previous1y Never Pre-
Worked in a viously Worked 
State in a State 
Psychiatric Psychiatric 
Institution Institution 
% of Homes Below .!i !i N 
the Median on 
·54 (14) 48 (27) 67 ( 2) the Level of 
Restrictiveness 
% of Homes Above 
the Median on 46 (12) 52 (29) 23 ( 1) the Level of 
Restrictiveness 
TOTAL 100 (26) 100 (56) 100 ( 3) 
(N = 85) 
x2 = 0.54692 with 2 df 
Significance = 0.7607 
TABLE 15 
SPONSOR'S LENGTH OF TIME IN THE PROGRAM 
AND LEVEL OF RESTRICTIVENESS 
SEonsor's Leng:th of Time in the Program 
1950-55 
N 
% of Homes Below 
the Median on 0 ( 0) the Level of 
Restrictiveness 
% of Homes Above 
the Median on 100 3.) the Level of 
Restrictiveness 
TOTAL 100 ( 3) 
·1956-60 196~":'65 1966-70 
N 
67 4) 47 
33 ( 2) 53 
100 ( 6) 100 
eN -.;= .. 85) 




( 8) 49 (22) 
( 9) '51 (23) 
(17) 100 (45) 




64 ( 9)' 
36 ( 5)· 
100 (14 )' 
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TABLE 16 
VETERANS' PARTICIPATION IN HOSPITAL-BASED WORK PROGRAM 
AND LEVEL OF RESTRICTIVENESS 
% of Homes Below 
the Median on 
the Level of 
Restrictiveness 
% of Homes Above 
the Median on 




Veterans' Pa"r"t"ic ipa"t"iolr in 








{N = 85} 








x2. = 0.29038 with 1 df 
Significance = 0.-5900 
· .... -........... ~-;.:' ..... .' . 
TABLE 17 
LOCATION OF THE SPONSOR'S RESIDENCE 
AND LEVEL OF RESTRICTIVENESS 
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Location of the SEonsor's ,Resid~nc~ 
% of Homes Below 
the Median on 
the Level of 
Restrictiveness 
% of Homes ~ove 
the Median on 
the Level of 
Restrictiveness 
TOTAL 
Lives in the ',Does Not Live 
Same House as in the Same, 
the Men House as the Men 
N N 
51 '( 39) 43 ( 3) 
49, (38) 57 ( 4) 
100 (77). 100 ( 7) 
(N = 85) 
x2, -= 1.14-42-4- -with 2 -::df-
Significance = 0.5643 
Other 
'N 
100 <. 1) 
0 ( 0) 







· -. ~, .... 
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TABLE 18 
·SIZE OF THE HOME AND 
LEVEL OF DEVIATION FROM NORMATIVE LIVING 
~±ze of the Home 
1 2-3 4-8 9+ 
% of Homes Below .. N ·N ·N ·N 
the Median on 
the Level of 45.5 ( 5) 50 (15) . 61 (17) : 37.5 ( 6) 
Deviation ·from 
Normative Living 
% of Homes Above 




TOTAL 100 (11) 100 (30) . 100 (28) 100 (16) 
(N = 85) 
2 _ . 
X. - 2.36518 with 3 df 
Significance = 0.5002 
· ... : ..... ,.......... ... . ........• 
TABLE ·19 
NUMBER OF FAMILY MEMBERS LIVING 
AND LEVEL OF DEVIATION FROM 
. .".:.,., ,"." .. ' ........ '""".".".,""!'~,~!r!,'~-.:-'!>""'~ 
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TABLE 20 . 
it 
AG~ OF SPOt~SOR AND ri :: 
LEVEL OF DEVIATION FROM NOID-1ATIVE LIVING 
.I! 
·:Ag·e ·0·£ -Spon·sor 
20-40 40-60 60+ 
% of Homes Below N N N 
the Median on 
the Level of 33 ( 4) 59 {33} 35 . ( 6) 
Deviation from 
Normative Living· 
% of Homes Above 
the Median on 
the Level of 67 ( 8) 41 (23) 65 (11) 
Deviation fr~m 
Normative Living 
TOTAL 100 (12) 100 . (56). 100 (17) 
" 
(N = 85) 
x2 = 4.57850 with 2 df 
Significance = 0.1013 
~--..-------,-------:-- ----. 
. ":~:" . ". " . 
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TABLE 21 
PREVI.OUS EMPLOYMENT .OF SPONSOR AND 
LEVEL OF· DEVIATION FROM NORMATrvE LIVING 
% of Homes Below 
the Median on 
the Level of 
Deviation from 
Normative Living 
.% of Homes Above 
the Median on 




Previous Employment of Sponsor 
Sponsors Who Pre-
viously Worked in 





Sponsors Who Never 
Previously Worked 





(N -:. -82-Y-*·-:··· .. ---
x2 = 9.40712 with 2 df 
Significance = 0.0091 
. .. ... 
*Three of the·homes were not included since categories 
dealing with the previous employment of these sponsors 




· ........ . 
; .. : . :.:. 
TABLE 22 
SPONSOR'S LENGTH OF TIME IN THE· PROGRAM 
AND LEVEL OF· DEVIATION FROM NORMATIVE LIVING 
SJ2onsor·' S Length. ·of Time in the Pro~ram 
1950-55 1956-60 1961-65 1966-70 1971+ 
% of Homes Below 
the Median on 0 the Level of 
Deviation from 
Normative Living 
% of Homes Above 
the Median on 




N N N 
( 0) 83 ( 5·) 59 (10) 
( 3) 17 ( 1) 41 7-) 
( 3) 100 ( 5) 100 (17) 
(N = 85) 
2 . 
. X = 6.38519 with 4 df 
Significance = 0.1722 
N N 
47 (21) 50 ( 7) 
53 (24) 50 ( 7) 
100 (45) 100 (14:) 
.i 
. ··.··,.-:.~U:,: .. ~., •... ,. .............. " 
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TABLE 23 
VETERANS' PARTICIPATION IN HOSPITAL-BASED WORK PROGRAM 
AND LEVEL OF DEVIATION FROM NORMATIVE LIVING 
, % of Homes Below 
'the Median on 
the Level of 
Deviation from 
Normative Living 
% of Homes Above 
the Median on 




. '. '. 
Veterans' Participation in 
-aospita1-Based Work Program 
Veterans Participated 






(N = 85) 








)(2 ="O'~29038 with l-·df 













LOCATION OF SPONSOR'S RESIDENCE AND 
LEVEL OF DEVIATION FROM NORMATIVE LIVING 
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Location of Sponsor '·s Residence 
.-
Lives in the Does Not Live Other 
Same House as in the Same 
:the Men Hous.e as the Men 
% of Homes B~low N ·N ·N 
the Median on 
the Level of 51 (39) 43 3) 100 ( 1) 
D.eviation fro~ 
Normative Living 
% of Homes Above 
the Median on 
tne Level of 49· (38)- 57 ( 4) 0 ( 0) 
Deviation from 
Normative Living 
TOTAL 100 (77) 100 ( 7) ·100 ( 1) 
i 
., 
(N = 85) f 
. ~ 2· . X =. 1.14424 with 2 df 




PRAC'I'0ICES RELATED TO THE LEVEL OF 
DEVIATION fROM NORMATIVE LIVING 
PRACTICES RELATED TO THE LEVEL OF 
DEVIATION FROM NORMAT"IVE LIVING 
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" Ex"pe"c"t"a"t"io"n"s" "in" R~rg"a"r"d "t"O" Pa"r"t"iC"il>"a:ting " 
in" SOci"al" AC"t"ivi"t"ie"s" wi-th" "the" F"aln~lx" "("1"3" "Items) 
1. "Sponsor and the men do not "sh.are the main meal at the 
same time and place. 
% of Homes Considered "Deviant n 













% of Homes Considered "Deviant" 




Sponsor does not watch television with the men. 
% 
% of Homes Considered "Deviant" 31 
% of Homes Considered "Non-Deviant" 69 










Sponsor does not attempt to" involve the men in card 
playing or other games. 
% N 
% of Homes Considered "Deviant" 18 (12) 
% of Homes Considered "Non-Deviant". 82 (53) 
% of Homes Not Applicable (20) " " 






Sponsor does not attempt to involve the men !n eati~g 
out or. goi~g to the·movie.s. 
% N 
% of Homes Considered II Deviant" 25 (21) 
% of Homes Considered IINon-Deviant ll ··75 .( 48} 
% of Homes Not Applicable .. Cl'6) 
. TOTAL 100 (85) 




% of Homes Considered "Deviant" 19 ( 9) 
% of Homes Considered "Non-Deviant" 81 (39) 
% of Homes Not Applicable (37) 
TOTAL 100 (85) 
Birthdays are not acknowledged in the home. 
% N 
% of Homes Considered nDevian t II 11 ( 9) 
% of Homes Considered "Non-Devi.ant" 89 (74) 
% of Homes Not Applicable - .Lll 
-
TOTAL 100 (85) 
Men are not included when sponsor visits relatives and 
friends outside the home. 
% N 
% of Homes Considered "Deviant" 31 (25) 
% __ of Homes Considered "Non-Deviant" 69 (56) 
- -- .. - -----
% of Homes Not Applicapi"e .-
- - .-
.Lil. -
TOTAL 100 (85) 
9. Men are not'included when relatives and friends visit 
the sponsor inside' the home. 
% N 
% of Homes' Considered nDeviant" 12 (10) 
% of Homes Considered "Non-Deviant" 88 (74) 
% of Homes Not Applicable . '.L!l.. 










....... ~ ..... '~~:- .. ," .. '.~.," ~ .... 
. .......... : ... ~. . 
189 
Men are not encou:r:~ged to t.ake part in special functions 
such as weddin9s. 
% N 
% of Homes Considered "Deviant" 45 (32) 
% of Homes Considered IINon-Deviant" 55 (39) 
% of Homes Not Applicable " "("1"4) 
TOTAL 100 ( a~) 
l4en are not encouraged to take part in picnics with 
the sponsor's family. 
% N 
% of Homes Considered "Deviant" 21 (14) 
% of Homes Considered "Non-Deviant ll 79 (52) 
% of Homes Not Applicable (r9) 
TOTAL 100 (85 ) 
Men are not encouraged to take part in vacations with 
the sponsor's family. 
% N 
% of Homes Considered "Deviant" 57 (37) 
% of Homes Considered "Non-Deviant" 43 (28) 
% of Homes J:\Jot Applicable (20) 
~
TOTAL ioo (85) 
Men are not encouraged to partake in current event" 
discussions. 
% of Homes Considered "Deviant" 









190 Exp"e"cta:t"ions"" "in "Re"ga"rd to" Han"d:l"ing" " 
" Eve"ry"d"at EVe"n"t"s "<.1"2" It"$sl 
1. Sponsor does not encourage the men "to part"icipate in 
television watchi~g. 
% of Homes Considered "Deviant" 
% of Homes Considered "Non-Deviant" 
% of Homes Not Applicable 
TOTAL 








2. Men are not encouraged to handle recreational events 





%" of Homes Considered "Deviant" 64 (42) 
% of Homes Considered "Non-Deviant II 36 (24) 
% of Homes Not Applicable (19) 
TOTAL 100 "(85) 
Men "are not encouraged to shop .for their own clothes. 
% N 
% of Homes Considered "Deviant" 79 (56) 
% of Homes Considered "Non-Devian"t" 21 (15) 
% of Homes Not Applicable (14) 
TOTAL 100 "( 85) 
Men are not encouraged to becom~ involved in household 
chores. 
% 
% of Homes Consi-dered IIDeviant" 25 
% of Homes Considered "t~on-Deviant" " 75 
% of Homes Not Applicable 
T"OTAL 100 
Men are not encouraged to become involved with" 
performing errands. 
% of Homes Considered "Deviant" 
% of Homes ""Considered II Non-Deviant i, 



























Sponsor does not en~our~ge the men to stay out of bed 
th~o~ghout 'the day. 
, % ~ 
% of Homes Considered "Deviant ll 85 ( 12) 
% of Homes Considered "Non-Deviant" ' '15 '('13) 
TOTAL 100 ' (85) 
Men are not encouraged to sleep later in the morning 
if they desire. 
% of Homes Considered "Deviant" 









Men are not encouraged to awaken themselves in the 
morning. 
%, N 
% of Homes Cpnsidered "Deviant" 86 (40) 
% of Homes Considered "Non-Deviant" 14 (10) 
% of Homes Not' Applicable (35) 
-
TOTAL 100 (85) 
Men are not encouraged to participate in food shopping. 
% N 
% of Homes ,Considered ",Deviant" 52 (43) 
% of, Homes Considered "Non-Deviant" 48 (39) 
% of Homes, Not Applicable Lll. 
~OTAL 100 (85) 
Men are not encouraged to become involved with doing 
their own laundry. 
% N 
% of Homes Considered "Deviant" 62 (46) 
% of Homes Considered "Non-Deviant" 38 (28) 
% of Homes Not Applicable (1'1)' 
~ ----... 
TOTAL 100 (85) 













*11. ~en are not encouraged to' become 'involved with keepi~g 
their room tidy. . 
% 'N 
% of Homes Considered "Deviant" 26 (20) 
% of Homes Considered "Non-Deviant" .74 (58) 
% of' Homes Not Applicable '1..1l 
TOTAL 100 ("85 ) 
12. Men are not encouraged to budget their own. money. 
% N 
% of Homes Considered "Deviant" 
% of Homes Considered "Non-Deviant" 










1. ·Men are not encouraged to handle showe+ing or. bathing' 
more independently. 
% N 
% of Homes Considered "Deviant"· 69 (44 ) 
% of Homes Considered "Non-Deviant" 31 (20) 
% of Homes Not Applicable ( 21) 
..--
TOT~L 100 (85) 
2. Men are not encouraged to handle shaving more inde~endently. 
% N 
% -ef--Homes Considered "Deviant" 72 (42) 
% of Homes Considered "Non-Dev:Lan-t" 2'8 (i-E! ) 
% of Homes Not Applicable (27) 
TOTAL 100 . (85) 
* Over1appi~g Item with. the Leve.1 of Restrictiveness Scale. 
,. 
-
;t'll; ilr! i 
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Men are not encour~ged to" make "their own arra~g~m~p~s 
for a hair"cut. 
% of ~omes Considered "Devia.nt" 
% of Hom~~ Cpns:Ldered "Non-Deviant II 
% of Homes Not Applicable 
TOTAL 
Men are not encouraged to maintain or be 
in regard to their dress and appearance. 
%- of Homes Considered "Deviant II 
% of Homes Considered "Non-Deviant" 
% of Homes Not ~pplicable 
TOTAL 
"e"c"ta"ti."on"s "in Re ard to Ph sical Movement 
Items) " 
Men are not encouraged to have their 
% of Homes Considered IIDeviant" 
% ot: Homes Considered "IiNon-Deviant" 
TOTA,L 
Sponsor does not attempt to mo"ti va te 
up later in the evening. 
% of Homes Considered "Deviant" 
% of Homes Considered "Non-Deviant" 

































* Overlapping Item with the Level of Restrictiveness Scale. 
",
1I










. The. sponsor does not moti.vate the men to go out in the 
eveni.~9· 
% N 
% of.Homes Considered "Devian t" 91 (77) 
% of Homes Considered "Non-Deviant" ... 9 'Lll 
TOTAL 100 ( 85) 
Sponsor does not encourage the men to go on week-end 
leaves. 
% 'N 
% of Homes Considered "Deviant" 93 (78) 
% of Homes Considered "Non-Deviant" 7· (6) 
% of Hoines Not Applicable 1.Jl. 
TOTAL 100 (as.> 
'Expe'ct'atiorts in Regard to Eating, Drinking and Smokin~ 
. (4·I·tems ) 
1. Men are not ·encouraged to handle their smoking more 
responsibly.' .. 
% N 
% of Homes Considered "Deviant" 65 (55) 
% of Homes Considered "Non-Deviant I. 35 (25) 
% of Homes Not .Applicable 
.i2l 
TOTAL 100 (85) 
2. The sponsor does not enable the veterans to become 
more responsible in relation to snacks by encouraging 
the-men.- to go .. to the.-.refrigerator thems.elv.es .• 
% N 
% of Homes Considered II Deviant" 75 . (58) 
% of Homes Considered IINon-Deviant I. 25 (19) 
% of Homes Not Applicable 'l..!l 





3. Sponsor does not encour~ge men to han~le alcoholic 
bever~~es more responsibly. 
%" "!! 
% of Homes Considered "Deviant" 86 (72) " 
% of Homes Considered IINon-D"eviant ll 14 (12) 
% of HOmes Not Applicable " " " - " "(" "i) 
TOTAL 100 (85) 
*4. Men are not encouraged to choose the main dish at the 
main meal. 
% " N 
% of Hqmes Consj.dered "Deviant" 47 (40) 
% of Homes Considered "Non-Deviant" 53 "(45) 
TOTAL 100 (85) 
Exp:e"cta"t"ions in Regard to Handling Persona"l Be"longings" 
(1 l;tem) 
*1. Me!O are not encouraged to decorate their own ro"oms. 
% N 
% of Homes Considered "Deviant ll 62 (41) 
% of Homes Considered "Non-Deviant" 38 (26) 
% of Homes Not" Applicable (18)" 
TOTAL 100 (85) 
E.xpecta"~io~s in Regard to Handling Medical Care (3" Items) 
*1. Men ~re not ~ncouraged to handle their own physical 
illness, i.e. call their doctor. 
% "N 
% o"f Homes Considered "Devi ant II 43 (35) 
% ot Homes Considered IINon-Deyiant" ""57 "(47)" 
% of Homes Not Applicable" " 1.21. 
TOTAL 100 (85) 
~Overlapping Item with the Level of Res"trictiveness Scale. 
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,2. Self-medication is not encouraged in 'the home'-
"% ' N 
% of Homes Considered "Deviant" 86 ' {70} 
%, of Homes Cons'idered "Non-Deviarit" 14 ' (11) 
% of Homes Not Applicable ' '.L!l. 
TOTAL 100 (B5) 
3. Men are not encouraged to handle their own dental care. 
% N 
% of Homes Considered "Deviant" Bl (42) 
% of Homes 'Considered "Non-Deviant" 19 (10) 
% of Homes Not Applicable (33) 
TOTAL 100 (B5) 
Expe'c'ta't'ion's in Regard to Structuring One I s OWn Day (1 Item) 
, " 1. Men are not encouraged to structure their Owp time 
"during the day. 
% 
% of Homes Considered "Deviant" 70 
% of Homes Considered "Non-Deviant" 30 
% of Homes Not Applicable 
TOTAL 100 
Expectations in Regard to Parti'cipation in Managing, 






1. Men are not encouraged to become involved in the 
management of the home. 
% of Homes Considered "Deviant" 
% of Homes Considered "Non-Deviant" 
% of Homes Not Applicable 
TOTAL 
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APPENDIX D 
PRAC~ICES RELATED· TO THE 
LEVEL OF RESTRICTIVENESS 
.197 
, ........ 
FRACTICES RELATED TO THE LEVEL OF 
RESTRICTIVENESS SCALE 
*1. Keys are not given to the men in the homes. 
198 
% . N 
% of Homes Considered I'Restrictiv~" 65 





2. Restrictions have been established for the men regarding 
staying out at night, i. e .• ··'; there is a curfew. 
% of Homes Considered "Restrictive" 
% of . Homes Considered "Non"tRes·trictive" 










3. A check is made to determine if men are in bed at night. 
% N 
% of Homes Considered "Restrictive" 77 (44) 
% of Homes Considered I'Non-Restrictive" 23 (13) 
% of Homes Not Applicable (28) 
TOTAL 100 (85) 
4.' Restrictions have been established for the men in 
regard to bedtime. 
- .. ..- --._ .. - -._-
% N 
% of Homes Considered "Restrictive" 24 . (14) 
% of Homes Considered "Non-Restrictive" 76 (45) 
% of Homes Not Applicable (26) 
TOTAL 100 {85} 
* Overlapping Item 
Living Scale. 
with the Level of Deviation from Normative 
IIII.-....,..------------~~=~--------:---...... -.......... " .. 
199 
5. ~estrictions have been establis11:ed r~9a~di~9 week~~d 
leaves .' 
% N 
% of Homes Considered "Restrictive ll 81 (58) 
% of Homes Considered "Non-Restrictive" 19 (14) 
% of Homes Not Applicable .. ("1"3) 
TOTAL. 100 (85) 
1. Restrictions have been established for the men 
re~~~ding television watchi~g. 
% of Homes .Consiqered "Restrictive" . 
% of Homes Considered "Non-Restrictive" 








(52 ) . 
(11) 
(85) 
2. R~strictions have been established for the men in 
regard to lying in bed all day. 
3. 
% N 
% of Homes Considered "Restrictive" ·29 (19) 
% of Homes Considered "Non-Restrictive" 71 (47) 
% of Homes Not'Applicable (19) 
. . 
TOTAL 100 (85 )" 
Sponsor takes responsibility for handling recreational 
event;.s. 
% of Homes Considered "Restrictive" 
% .of Hpmes Considered "Non-Restrictive" 











4. Restricti.ons have been es'tablish:ed r~garding waki~g up 
(specific:; time) in the ·morni~g·. 
% . 'N 
% of Homes Considered II Res'tr ict.i ve II 6~ . (37 ) 
% of Homes Considered "Non-:Restrictive ll .. 37 .( 22). 
% of Homes NO.t Applicable .. ("26) 
TOTAL 100 (85) 
5. The sponsor or some other member of the family takes 
responsibility for waking up the men in. the· mor~ing. 
% N 
% of Homes Considered "Restrictive" 66 (33) 
% of Homes Considered "Non-Restrictive" 34 (17) 
-% of Homes Not Applicable (35) 
TOTAL 100 (B5) 
6. Sponsor takes responsibility for shopping for clothes •. 
% N 
% of Homes Considered "Restrictive" 93 (66) 
% of Homes Considered "Non-Restrictive" 7· ( 5) 
% of Homes Not Applicable (14 ) 
TOTAL 100 (B5) 
*7~ Sponsor takes'responsi~~lity for food shopping • 
*8. 
% of Homes Considered "Restrictive" 
%. of Homes Considered "Non-Restrictive" 











Sponsor takes responsibility for men's laundry. 
% of Homes Considered "Restrictive" 
% of Homes Considered IINon-Restrictive ll 




















. . ~ 
.r 
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% of Homes Considered IIRestrictive" 26 (20) 
% of Homes Considered IINon-Restrictive" 74 .(58). 
% of Homes Not Applicable ° 1.2l. 
TOTAL 100 (85) 
10~ The sponsor takes responsibility for" budgetting the 
veteran's money. 
0% N 
% of Homes Considered "Restrictive" 82 (45) 
% of Homes Considered "Non-Restrictive" 18 (10) 
% of Homes Not Applicable (30) 
TOTAL 100 (85) 
° °Co°n-toro"!" OVer" Eoationq, Drinking and Smoking (4 Items) 
1. Men have restrictions regarding smoking in the house. 
%. N 
% of Homes Considered "Restrictive" 89 (71) 
% of Homes Considered "Non-Restrictive" 11 ( 9) 
% of Homes Not Applicable 
.l2l 
TOTAL ~OO (85 ) 
2. SponsQor has control over giving out snacks. 
% of Homes Considered "Restrictive" 
% of Homes Considered "Non-Restrictive" 














3. Men are prohibited from "bti~gi~g beer or liquor into 
the home. 
% "N 
% of Homes Considered "Restrictive" " 82 (63) 
% of H.omes Considered "Non-Restrictive ll 18 (14) 
% of Homes Not App1icab1"e " ".t..n 
TOTAL "lOa "( 85) 
*4. Men"" are not allowed to choose the main dish at the 
main meal. 
% N 
% of Homes Considered "Restrictive" 49 ( 41) 
% of Homes Considered "Non-Restrictive" 51 ( 43) 
% of Homes Not Applicable 
.L!l 
TOTAL 100 " (85) 
" Co"n"tr"ol Ove"r "Pers"onal Belongings" (1 Item) 
*1. Men are not allowed to decorate their own room. 
% N" 
..,.. 
% of Homes Considered "Restrictive'" 61 (41) 
% of Homes Considered 'INon-Restricti ve" 39 (26) 
% of Homes Not Applicable (18) 
"TOTAL -100 (85) 
Con"tr"ol" Over Personal Care (4 Items) 
1. Supervision has been provided for the men in regard to 
shower;l.ng. 
% N 
% of Homes Considered "Rest~ictive" 85 (58) 
% of Hoxqes Considered "Non-Restrictive" 15 (10) 
% of Homes Not Applicable " "( 17) 
TOTAL 100 (85) 







S~pe~vision h~s been provided for" the men in regard to 
s:t'laving. 
% of Homes Cons;idered "Res"trictive" 
% of Homes Considered "Non-Restrictive" 
% of Homes Not ~pplicable 
TOTAL 
The sponsor takes responsibility in" making 
for the veteran to get a haircut. 
% of Homes Considered "Restrictive" 
% of Homes Considered "Non-Restrictive"" 













Sponsor takes responsib~1ity for dress and appearance. 
t" N 
-
% of Homes Consider~d "Restri-ctive" 91 (63) 
% of Homes Considered "Non-Restrictive" 9 ( 6) 
"% of Homes Not Applicable (16) 
TOTAL 100 (85) 
"Contr"ol Over Structuring the Day (1 Item) 




% of Homes Considered "Restrictive" 49 (28) 
% of Homes Considered "Non-Restrictive" 51 (29) 
% of Homes Not Applicable (28) 




1. Supe:rvision has been prov"ided 
administ"eiing medication. 
for the men in regard 
% "N 
% of "Homes Considered "Restrictive" 99 (76) 
% of Homes Considered "Non~Restrictive" 1 ( 4) 
% of Homes Not Applicable 12l 
TOTAL" 10"0 (85) 
*2. Men are not allowed to handle their own physical 
illness, i.e. call the doctor. 
% N 
% of Homes Considered "Restrictive" 43 (35) 
% of Homes Considered "Non-Restrictiye" 57 (47) 
% of Homes Not Applicable ( 3) 
TOTAL 100 (85) 
3. Supervision has been provided for the men regarding 
their dental care. 
% "of Homes Considered "Restrictive" 
% of Homes Considered" "Non-Restrictive" 
% of Homes Not ~pplic"abl~ 
TOTAL 









* "Overlapping Item" with the Level of Deviation from Normative" 
Living Scale • 
. . ' ... 
r 
: ...... '.: ..... '.".~?~_?~';:::".' ....... :w 








1. Ask. questions in.an open-ended manner. 
2. Probe to' gain clarification - that is, use responses to 
help respondent answer the question. 
3. Code in accordance with categories. 
4. Check correctness by repeating the selected coding; ask 
if this is correct - ••• 
1. How do you arrange for veterans to get in and out of the 
home? 
a. Keys are given to (all), (so~e), or (none) of the men. 
b. Keys are given out for (permanent ~se) and/or (on 
special occasions) • 
c. Doors are" (locked) or (unlocked). 
d •. ~ixed ~esponse - no general approach, decided on an 
individualized basis. 
e •. Not enough information. 
f. Ot~er - specify. 
2. How do y~u handle your family or friends visiting to your 
home with the men? 
a. I attempt to involve (all), (some), or (none) of the 
men in th~ activity. (elaborate if necessary, e.g., 
consider such an event a family matter) 
b. I attempt to involve them (regularly) and/or (on 
special occasions). (elaborate if necessary) 
c. Mixed response - no general approach, d'ecided on an 
'individualized basis. - (e.g.;' depend's upon 'who is' 
visiting, type.o·f man, and the kind of occ~sion) 
d. Not enough information. 
e. Other - specify. 
3. How do you deal with smoking in the home? 
.a •. _(All), (some.L __ .or:..Jnon~) ot.th~ m~n haye r~stJ:'icl;ions 
regarding smoking in the house. 
b. Smoking is (not allowed), (allowed only in designated 
areas) in the house.. ' 
c. Mixed response· - no general approach, d~cided on an 
individualized basis. 
d. I, don't get involved - men can smo~e'whenever and 
wherever they wish. . 
e. I attempt to encourage (all or most), or (some) of the 
men to become more respons ible in" this ar'ea. Ji . e. , 
to handle cigarette smoking in (all) or, (designated 
areas of the house) specify. 
, f. No issue - the' men don I t smoke. 
g." Not enough information. . 
h. Other - specify. 
· . '.~"." 'e;'}:. : ... ::'.' .. 
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4. Wh~t i~ the situ~tion regarding ~ating the main meal? 
a. (A~l), (some), or (none} of the mean eat the main meal 
with the family' (same time and place). (elaborate-
e.g. ,no room, sponsor desire's 'privacy with her family, 
~tc. ) 
b. The above event occurs (regularly) and/o~ (on special 
occas ions). . 
c. Mixed response - n~ general approach, decided on an 
individualized basis. 
·d. Not 'enough information. 
e. Other - specify. 
s. What do you do about men staying out at night? 
a. Restrictions have.been established for (all), (some), 
or (none) of the men regarding staying out at night. 
b. Men may not stay out later than. (specific time 
'p'e'riod) but are (allowed) and/or (not allowed) to 
stay out past (specific time period) on 
special occasions. 
c. Mixed response - no general approach, decided on an 
individualized basis. 
~. Not enough information. 
e. No issue - all the men don't go out in the eveni~g. 
f. I ~on't get involved - the men can stay out as long 
as they wish. 
g. I ~ttempt to encourage (all or most), or (some) of 
the men to pecome more responsible in this area. 
(specify - i.e., to motivate the men to sta~ out 
lat~r in the evening - how late?) 
h. Other - specify. 
6. How d9 you determine if the men are in bed at night? 
a. (All), (some), or '(none) of the men are checked to see 
if they are in bed at night. 
b. The check is made (regularly"), and/or (sometime~). 
c. Mixed response - no general approach, decided on an 
individualized basis. . 
d. No issue - no need to - the home is very small and I 
usually know when a man is in bed. 
e. I don't get involved. 
f. Not enough information. 
g. Othe.r - specify. 
7. How do you handle the giving out of snacks? 
a. SponsQr g.j.ves out snacks' to (all), .(some), or (none) 
of the men in the home~ . 
b. The sponsor handles this'even-t: (regularly), <-sometimes). 
c. MixeQ re~pohse - no general approach, decided on an 
individualized basis. 
d. I don't get involved - eiaborate. 
e. The sponsor enables (all or most)., or (some) of the 
men to become more re~ponsible in this area by attempting 
to encourage men to go to tne refrigerator by them-
selves, etc. . . 
f. Not enough information. 
g. Other - spec~fy. 
8. 
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What about presents and gifts? 
a. Presents and gifts are exchanged with (all), (so~e), 
or (none) of' the men in the home. 
b. Presents and ·gifts are given one-way (specify which . 
way, patient to sponsor or vice-versa) with (all), 
(some) or (none) of the men in the home. . . 
c. The above has occurred (regularly) and/or (on occasion) • 
d. Mixed response - no general approach, decided on an .. 
individualized basis. 
e. Not enough information. 
f. Other - specify. 
9. What do you do about bedtime? 
a. Restrictions have been established for '(a11), (some) 
or (none) of the men regarding going to bed at night. 
b. Men may (not stay up later than .(spe·cific time 
period) but are (.al10wed) and/or (not ~~lowed) to 
stay up past (specific time period) on spec.ial 
occasions. 
c. Mixed response no general .appro~ch, ~ecided on a~ 
individualized basis. 
d. No issue - all the men go to sleep early. 
e. I don't get i·nvolved - the men go to sleep anytime 
they wa,nt. 
f. I' attempt to encourage (all or most), or (some) of the 
men to become more .responsible in this area. (specify 
- i.e., to motivate the men to stay up later - how 
late?) 
g. Not enough information. 
h. Other - specify. 
10. How do you deal· with television watching? 
a. Restrictions have been established for (all), (some), 
or (none) of the men regarding television watching. 
'b. The men must shut the television off by or during 
__ ~r-____ (specific time). but (may) and/or (may·not) 
watch past or during that (specific period) on 
special occasions. 
c. Mixed response - no general approach, decided on an 
- - .. indi vidua-l-i-zed· basis. . --_ ._ 
d. No issue - the men do not watch television. 
e. I don't get involved '- the men can watch whatever and 
whenever they wish. 
f. I attempt to encourage (all or most), or (some) of 
the men to become more responsible in this area. 
(specify - e.g., encouraging the men to ~ake part in 
the acti vi ty • ) 
g. Not enough information. 











you watch television with the men? 
I watch television with (all)~ (some), or (none) of 
tUg II\~n~ (e~pl~!!l) 
This above 'event occurs (regularly) and/or (on 
special occasions). (explain) , 
Mix~d response - no general approach, decided on an 
individualized basis. 
No issue - (explain) we never watch television. 
No~ enough information. 
01;.her - sp'ecify. 
12. How do you handle bringing liquOr ~nd/or b~er into the 
hQme? 
,a. (All), (some), or (none) are prohibited from bringing 
bee~ and/or liquor into the home. (explain) 
b. Liquor and/or beer is (never allowed) and/or (allowed 
only on spec~al occasions) into the'home. (explain) 
c. Mixed response ~ no general approach, decided on an 
individualized basis. 
d. No issue - the men do not drink. 
e. I don't get involved - the men can bring in beer and/ 
or liquor whenever they wish. ' 
f. I attempt to encourage (all or most), or (so~e) of 
the, men to become more responsible in this area. 
(specify, - indicate). 
g. Not enough information. 
h. Other - spec'ify. 
13. What is your involvement with the men in such activities 
as card playing or other games of this kind which can 
be played in the home? 
a. I attempt to involve (all), (some), (none) of the men 
in such, activities. (probe), 
b. I attempt to involve them (reg'ularly) and/or (on 
special occasions). ' 
c. Mixed response - no general approach, decided on an 
individualized basis. 
d. No issue - we never play cards. 
e. Not enough information. 
f. Other - specify. 
14.' What is your involvement with the men in attending sports 
events? 
a. I attempt to involve (all), (some), or (none) of the 
me~ in the activity. (probe) 
b. I attempt to involve them (regularly), and/or (on 
special occasions). 
c. Mixed response - no general approach, decided on an 
individualized basis. 
d. No issue - we never go, ,ourselves. 
e. Not enough information. ' 





How do you handle the decorations for the veterans I 
rooms? 
a. I attempt to involve (all'), (some), (none) of the 
men in deciding how the room should be decorated. 
b. I attempt to ~nvolve them (regularly) and/or (on 
special occasions). . . . 
c. I attempt to involve them (in all the decorations 
for the room) and/or (only in so far as their 
preferences regarding the color'of the room). 
d. Mixed response - no general approach - decided on an '. 
individualized basis regarding who should be involved 
and the kind of involvement. 
e. I do not get involved - I decide· on how the room 
should be decorated. 
f. No issue - elaborate (the roo~s have never been 
redecorated) • 
g. Not enough information. 
h. Other - specify. 
When you eat out or attend a movie, what do you do about 
taking the·men along? 
a. I attempt to involve (all), (some'), or (none) of the 
men in the event. (elaborate). . 
b. I attempt to involve them' (regularly), and/or (on 
special occasions). . 
c. Mixed response - no general approach, decided on an 
individualized basis. 
d. No issue - we never go out, etc. 
e. Not enough information. 
f. Other - specify. 
How do you actually handle the choice of the main dishes 
at the main meal? 
a. I attempt to involve (all), (some), or (none) of the 
men in deciding on the main. course. 
b. I attempt to involve.them (regularly), or (on special 
occasions). 
c. 'Mixed response - no general approach -. decided on an 
_. i-nd-i-v-idual.-i-zed--basis. 
d. I don't get involved. 
e. Not enough information. 
f. Other - specify. 
18. When you attend church services, what do you .do about 
taking the men along? 
a. I attempt to involve (all), (~ome), o~ (none), of the 
men in the activity. 
b. I attempt to involve them (regularly) and/or (on 
special occasions). 
c. Mixed response, no general approach, decided on an 
individualized basis. 
d. No issue - we never attend church, the men are of a 
different religion, .etc~ 
I., 
211 
e. Not enough ipformation. 
f. Other -" specify. 
19. What do you do about veterans leavi~g for ~e weekend? 
~. Restrictions have been est"ablished for (all), (some), 
0+ (non~) of the men. 
b. The men must provide the sponsor with the following 
information : " , , " ," (specify) and a check is (made), 
(not made) with the parties con~erne9. 
c. Mixed respo~~e - no general approach, decided on an 
individualized basis, depending upon the man and who 
he is vis~ting. ' 
q. "No issue - the men" never leave for a weeke~d. 
e. I do nQt get involved - the men c~n leave for a 
weekend whenever they wish. 
f. I attempt to encourage (all or most), "or (some) of 
the men to become more responsible" in this area. 
(specify - i.e., to leave for a week-end). 
g. Not enough ~nformation. 
h. Other - specify. 
20. How do you handle birthdays with the men? 
a. Birthdays are acknowledged for (all), (some), or 
(none) of the men. 
b. They are acknowledged ("regularly) and/or (on "special 
occasions). " 
c. Mixed response - no general ~pproach, decided on an 
individualized basis. 
d. No ~~~ue - tpe men request that their birthdays not 
b~ acknowledged, etc. 
e. Not eno~gh information. 
f. Other -specify. 
"~l. How d9 you han41e m~n lying in their beds during the 
day? 
a. Restrictions have been established for (all), "(some) 
or (none)- of the men regarding lying in bed during 
the day. ' 
b. Men"are not allowed to lie in "their beds 
(state specific period of time and frequency of 
occurrence) • 
c. Mixed response - no general approach, decided on an 
i~dividualized basis. 
d. No issue - none of the men lie in their beds during 
the day. 
e. I don't get involved - the men can lie in their beds 
whenever they wish. 
f. I ~ttempt to encourage (all or most), or (some) to 
become, more responsiblle in this area. (specify - e.g., 
by providing them with some activities or programs; 
to motivate" them to not utilize their beds during 
the day - ,indicate "to what extent: very much or 






















g. Not enough information. 
h. Other -- specify. 
22. When you make visits to your friends or relatives, what-
-do you do about taking the men aiong? 
a. I attempt to -:involve (all), - (some), or (none) of the 
men in the activity-. (elaborate if necessary) 
b. I attempt to involve -them (regularly) and/or on 
(special occasions). 
c. Mixed response - no general approach, decided on an 
individualized basis. 
d. Not enough information. 
e. Other - specify. 
23. What' about special functioris s-uch as weddings? 
~. I attempt to involve (all), (some), or (none) of-the-
men in the activity. (elaborate if -necessary). 
b. I attempt to involve them (regularly) and/or (on 
special occasions). 
c. Mixed response - no general app~oach, decided on an 
individualized basis. 
d. Not enough information. 
e. Other - specify. 
24. What about family outings such as picnics and day trips? 
25. 
26. 
a. I a-ttempt to involve (all), (some), or- (none) of the 
men in the activity. (elaborate if necessary). 
b. I attempt to involve them (regularly)- and/or on-
(special occasions). 
c. Mixed response - no general approach, decided on-an 
individualized basis. 
d. Not enough information. 
e. Other - specify. 
What about vacations? 
a. I attempt to involve (all), (some), or (none) of the 
men in the event. 
b. I attempt to involve them (regularly) and/or (on 
-c- ____ sp_e_c_i_al _occasiQnsJ .• ______ _ 
c. Mixed response - no general approach-, decided on an 
individualized basis. -
_d. Not enough information. 
e. Other-- specify. 
Do you attempt to involve the men in current event 
discussions? 
a. I attempt to involve (all), (some) or (none) .of the 
men in such "discussions. 
b. I attempt to involve them (regularly) or -(on special 
occasions). 
c. Mixed -respon~e - no gen-eral approa~h, decided on an 
individualize~ basis. 
d. Not enough -information. 
e. Other - - specify. _ 
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27. How do you handle showering or bathing? 
a. Supervision has been provided for (all), (some) or 
(none) of the ·men in this area. 
b. Superv;ision.has ·been provided (:regularly) and/or 
(on occasion) ~ 
c·. I have to (remind and observe or more) and/or (just 
remind) the men concerning showering and bathing. 
d. Mixed r~sponse - no general approach, decided on an 
individualized basis. . 
e •. I c;lon' t get invo+ ved - explain. 
f. I att!=!mpt to encourage (all or most) or (some) of ... 
the men to· become more responsible in this ·area. 
(elabprate ~ indicate fully or partially - specify 
to what extent). 
g. No issue - the m~n have handled this activity since 
coming into the home. 
h. Not enough information. 
28. How qo you handle shaving with the men? 
a. Supervision has been provided for (all), (some) or 
(none) of the men in this area. 
b •. Supervi!;;ion .has been provided (regula~ly), and/or 
(on occasion). . 
c. I have to (remind and observe or more) and/or (just 
remind) the men conce;rni.ng shaving. 
d. Mixed response - no general approach, ·decided on an 
individualized basis. 
e. I don't get involved - explain. 
f. I ~ttempt to encourage (all or most) or (some) of the 
men to become more responsible in this area. (elaborate 
fully or partially - indicate to what extent). 
g. No ~ssue - the men have handled this·activity since 
coming into the home. 
h. Not enough information. 
i. Other - specify. 
29. How do you handle the administeri~g of medication? 
a. Supervision has been provided for (all), (some), or 
(none) of the men in the home. 
b. S~pervision has been provided (regularly), and/or 
(on occasion). 
c. I have to· (remind and observe or mor~) and/or (jus~ 
remind but not observe") the men in this area.· 
d. Mixed response - no general approach, de~ided-· on an 
individualized basis. 
e. l don't get ;inv9lveQ in this area - explain. 
f. I attemp~ to encourage (all or most) or (some) of 
the men to remind themselves and take the medication 
as prescribed (specify if otherwise).. . 
g. No issue - the men have handled ·th~s activity since 
. coming into the· ·home.· . . 
h. Not enough information. 
i. Other . specify. 
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30. How do you handle physical illness with .the men? 
a. I attempt to involve (all), (som~) or (none) of the 
men in the decision to call a doctor when a man is 
ill. 
b. I attempt to involve them (regularly),. and/or. (on. 
occasion) - explain: (e.g.).· 
c. I att~mpt to involve them by (discussing the situation 
with the sick man but I will make the call to the 
doctor) and/or (discussing.the situation with t~e 
man and enabling him to call a doctor on his own). 
d. Mixed ~esponse - no general approach, decided. on an 
individualized basis. 
e. I don't get involved - explain~ 
f. No issue - the men have handled this event on their 
own since coming into· the home, etc. 
g. Not enough information. 
h. Other - specify •. 
31. How is dental care handled with the men? 
a. I take responsibility for (all), (some), or (none) of 
the men regarding dental care. 
b. Supervision in this area has been provided (regularly) 
and/or (on occasion). . 
c. I (make the appointments and accompany the men), (make 
the ~ppointments but do not accompany the me~), and/ 
or (just remind.the men about going to the dentist). 
d. Mixed response - no general approa~h, decided on an 
individualized basis. . 
e. I don't get involved - explain. 
f. I attempt to encourage (all or most), (some) of the 
men t9 remind themselves about going to the dentist. 
(specify if otherwise). 
g. No issue - the men have handled this responsibility 
since coming into the home. 
h. Not enough information. 
i. Other - specify. 
32. How do you handle attending recreational events with the 
men? . 
--a-.-----I-·take respons-ibi-li ty for (-a 1-1-)-, -(-some) , -or-(none-)· -
of the men in this area.· 
b. I do this (regularly) and/or (on occasion).· 
c. I· (get the ~ickets and accompany the men), (get the 
t~ckets·but do nqt accompany the men) ,and/or (inform 
the men about the various events in the area). 
d. Mixed response - no general approach, .decided on an 
individualized basis. 
e. I don't get involved - explain. 
f. I attempt to encourage (all or most), (some) o~ the 
men to (take responsibility for finding out about 
eve.nts and making their own arrangements) and/or -
(just finding out about the events) .• 
g. No issue - the men have handled this re·sponsibili ty 








h. Not enough information. 
i. Other ~. specify. 
;33. wP~1;; ~9 you do about waking? 
a. R~strictions have 'been established for (all),' (some), 
o~ (none) of the men regarding waking up in 'the 
morning. . 
b. ~en are expected to arise by . (specific tim~) 
and are (aliowed) and/or (pot a~lowed) to sle~p 
part .. ,. ,. (specific time) on spec·ial occasions. 
c. Mixed ~esponse - no general approach - decided on 
an individualized basis. 
d. No issue - all the men arise early. 
e. I dQn't get involved - men can ~leep as late as th~y 
wish. . 
f. I attempt to encourage (all or most), or (some) of 
th~ men to become more responsible in th~s ar~a. 
(specify - e.g. sleeping later in the morning if 
they desire) (to help patient become less "institution,:"" 
al,.:i..·z~d" • 
g. Np,t enough i~forma tion. 
h. 0th~r ~ sp~cify. 
34. Who wakes the men? 
~. Th~ sponsor takes responsibility for waking (all), 
(some), Qr (nope) of the men. 
b. Sll~ dqes thi's (regularly), and/or (on occasion). 
c. $pe awakens the m~n by (knocking on the door and 
ent~~ing the room (or more), and/or (just call~ng t9 
the men through the door). . 
d. Mixed response - no general ~pproach, decided on an 
~ individualized basis. ' 
~. NQ issue - the men all awaken by themselves since 
coming into the home. . 
. f. I attempt to encourage (all) or (sQme) of the men to 
awaken by themselves in the morning - (I provide the 
men with alarm clocks, etc.) - indicate to what 
extent (strongly encouraging~ some enco~ragement). 
g. I don't get involved. (explain) 
h. Other - specify. 
35. How do you handle shopping for clothes? 
a. The sponsor takes responsibility in this area for (all), 
(som~) or (none) of the'men in the horne. 
b. ~he ~s involved ~n this area (regularly) and/or (on 
occasion). , 
c. Sh~ (advise~ and accompanies the men), and/or (advises 
but does' not, accompany the men) in.buying clothes., 
d. Mixed response - no general approach, d~cided on an " 
~ndividualized basis. , 
e·. No issue - the men have handled this responsibility by 
themsel ves 'since 'coming into 'the horne. 
f. I don't get involved, e.g., ~ let the patient's family 
buy the clotJ'les.· . . 
.f. 
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g. I attempt to encour~ge (all or most) or (some) of 
the men to become more responsible in this area. 
(explain: fully or partially ,responsible - specify 
if possible)'. 
'h. Not enough information. 
i. Other - specify. 
36. How do you handle food shopping' with the' men? 
a. I attempt to involve (all), (some), or '(none) in the 
food shopping; 
b. I attempt to involve them (regularly) and/or (on 
occasion) • 
c. I attempt to involve them by' , , , (spe,cify) • 
d. Mixed response - no general approach, decided on an 
individualized basis. 
e. No issue - explain. 
f. I don't get involved - e.g.,' I see this as my 
responsibility, etc. - 'explain. 
g. Not enough information. 
h. Other - specify. 
37. How do you handle the arrangements for getting a haircut? 
a. The sponsor takes responsiblity in this area for (all), 
(some), or (none) of the men in the home." 
b. She is involved in this area (regularly) and/or (on 
occasion). 
c. She (reminds the men and accompanies them) and/or 
(reminds the men but does ,not accompany them) to the 
barber shop. 
d. Mixed response - no general approach, decided on an 
individualized basis. 
e. No issue - the men have handled this' responsibility 
since coming into the home. 
f. I don't get involved - e. g., I let the patient,' s 
family handle the responsibility. ' 
g. I attempt' to encourage' (all or most) or (some) of 
the men to make their own 'arrangements for a haircut 
(explain: to take full responsibility or partial 
responsibility in this area, specify). 
-h-.- ,Not-enough---i-n-ferma-~ion-. 
i. Other - specify.' 
38. How is budgetting handled with the men? 
a. The sponsor takes responsibility in this area for (all), 
(some), or (none) of the men in the home. 
b. She is involved (regularly) and/or (on occasion). 
c. She (retains the money and distributes an allowance 
to the men) and/or (the men retain the money but the 
'sponsor supervises the spending of ,it).' 
d. Mixed response - no general approach, decided on ,an 
individualized basis. ' 
e. No issue - the men have handled their own money ,since 
coming into the home. , 
f. I do~' t 'get involved - explain: e. g., I let the' , 





g. I attempt to encourage (all or most) or (some) of, 
the men to take more' 'responsi'bility in thi$ are~. 
(specify fully or partially and to what exte!lt). 
h. 'N()t 'enough informatiOn. 
i.' Other -' specify. 
39. What do you do about the m~'s laundry? 
c;t. The spon~or attempt$ to involve (all), (some)' or 
(non~) of the m~n in doing their laundry. 
b. Sh~ attempt$ to involve them (regular~y) and/o~ (on occasion). ' ' 
c. She attempts to involve th~m in, taking (full 
responsib~lity for their laundry) and/or (partial 
responsibili ty - i. e. , 'bringing clothers' to the 
dry cleaners, carrying the clothes to the laundromat, 
wash~ng out specific items of clothing, etc.). 
d. Mixed respons'e - no general approach, decided on an 
individualized basis. 
e. No issue - the men have done their own laundry since 
coming into the home. 
f. I do not get involved - it is easier for me'to do 
the laundry myself, etc. 
g. Not enough information. 
h. Other - specify. 
40. How do you deal with keeping the men's ~ooms tidy? 
a. I attempt to involve (all), (some), or (none) of the 
men in this activity. 
b. I attempt to involve them (regul~rly), and/or (on 
occasion). , 
c. I attempt to involve them (fully ~ by encouraging 
the men to make'their beds, and put their clothes 
away neatly) and/or (partially, doing the previo~sly 
mentioned chores some of the time). , 
d. Mixed response - no general approach, decided on an 
individualized ba$is. 
e. No i$sue - the men have kept their room tidy since 
entering the home. ' 
f. I don't get ,involved - explain: It is easier to do 
it myself~ I see it as my responsibility. 
g. Not enough information. 
h. Other - specify. 
41. 'What about dress and appearance? 
a. I take responsibility for (all), (some), or (none) of 
the men in this area. 
b. I am inVOlved (regularly) and/or (on occasion). 
c. Men are (re~inded and checked) and/or (reminded but 
not checked) in r~gard to appropriate,dress and neat 
appearance. 
d. Mi'xed,response - no general approach, decided on an, 
individuaiized basis. 
e. No issue - the me;n have handled their dr,ess and 
appearance since entering the home., 
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f. I don't, get involved - explain. 
g. I encourage (all or most), ,or (some) of the men to 
become more responsible 'in this area .;.. indicate to 
what, extent - levei of involvement, helping the 
men to become fully or partially responsible in 
this area. What are their expectations? (specify). 
h. Not enough 'information. 
i. Other - specify. 
( 
42. What is your involvement regarding veterans' 'activities 
during the day? 
a. I take responsibility for structuring' the day for 
(all), (some) or (none) of tbe men. 
b. I do this (regularly) and/or (on occasion). 
c. I (remind and escort) the men to the following 
activities during t~e day , , , " (indicate) and/or 
(just remind but not escort) the men to the following 
activities during the day , , , (indicate) • 
d. Mixed response - no general approach, decided -on an 
indi viduali'zed basis. 
e. No issue - t~e men have always structured their own 
time since ent'ering the home ~ 
f. I do not get involved '- explain. 
g. I encourage (all or 'most), or ,(some) of the men to 
become more responsible in structuring their own 
time - indicate whether involved in helping the men 
to become fully or partially responsible (e.g., not 
needing an escort but still needing to be reminded 
in contrast to being self-sufficient in both). 
h. Not enough information. 
i. Other - specify. 
43. How do you handle matters pertaining to the management' 
of the home? 
a. Sponsor attempts to involve (all), (some), or' (none) 
of the men in matters pertaining to the management 
of the home. 
b. She attempts to involve them (regularly) an'd/or (on 
occasion) • 
--c-;--She-attempts to involve the men '(-on --an -equa'l-level 
with other members of the family) and/or (to a lesser 
extent th~n other members of the family). 
d. Mixed response - no general approach, decided on an 
individualized basis. " 
e. I don't get involved in this area - explain. 
f. Not enough information. 
g. Other - specify. 
44. To what extent are men involved in helping out with house-
hold chores? 
a. Sponsor attempts to involve (all), (some), or (none) 




b. She attempts to'involve,the'm '(regularly) and/or 
(on occasion). 











e. g., on an ,equal level wi,th other 'members of, the 
family) and/or (partially - indicate, e.g., to a 
lesse'r extent than with other members of the family). 
M~xed ~esPQnse -,no general approach, decided 9n an' 
individualized basis. , 
No issue - the men, on their own initia~ive, have 
alw~ys helped ou~ with household cho+es. 
I don't get involved .,.'expla.:j.n. 
Not enough inform~tion. 
Other ,- specify., 
what extent are men involved in performing errands 
the home? ' 
Sponsor attempts to involve (all), (some), or (none) 
of the men in this activity. 
She attempts to involve the men (regularly) and/or 
(on occasion). 
She attempts to involve the men (fully - indicate, 
e.g., on a level equal with other members of th~ 
family) and/or (partially - indicate, e.g., to ,a 
lesser extent than with other members of the family). 
d. Mixed response - no general approach, decided, on an 
individualized basis. 
e. No issue - the men,' on their own initiative - have 
always performed in this area. 
f. I don't get involved - explain. 
g. Not enough information. ' 
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